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Thorazine* Spansulet capsules are ideal for out 


New ‘Thorazine’ Spansule capsules provide you and your 


psychiatric outpatients with these unique benefits: 


—Your patients enjoy the convenience of only one or, 
at the most, two doses daily. A single dose in the morning 
provides a therapeutic level of medication that is uniform 


and sustained for 10 to 12 hours. 
—You are assured of better control over your patients’ 


course of therapy because there is little risk of the 
forgotten or irregularly timed doses that are so common 


to multidose tablet therapy. 


Four strengths available: 30 mg., 75 mg., 150 mg. and 200 mg. 
Smith Kline & French Laboratories, Philadelphia 1 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, $.K.F. 
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“The use of alcohol in an ‘Antabuse’-treated 
patient results in physical symptoms which 
make continued drinking impossible... few 
if any medical contraindications exist.”* 

*Feldman, D. J.: Ann, Int. Med. 44:78 ( Jan.) 1956. 


.»-@ “chemical fence” for the alcoholic 
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Now in one instrument... 

a safe, soothing high frequency 
current for painless sedation 
without drugs and a powerful 
convulsive current at the 

very least as efficient | 
as the strongest AC machine, | | 
but with increased safety 
due to automatically 
reduced side effects. 


MODEL 
REITER SEDAC-STIMULATOR 


Now with Model SOS, Reiter SedAc- 

Stimulator, sedative and convulsive 

therapies may be given with one ma- 
chine. A one knob control with a safety , \. 
spring lock permits simple transition ‘ 
from sedative to convulsive currents. 


In ECT, the significantly increased \ 
efficiency of the Reiter unidirectional | \ 
current offers greater therapeutic and 
convulsive effectiveness. 


Patients may be treated so they are 
quickly clear and bright following 
treatment ... apnea, thrust, agitation 
and confusion are notably minimized. 


The Reiter SedAc current establishes 
better transference ... patients fears 
are relaxed...they become com- 
municative. 


Anxious aversion to EST is greatly 
minimized by application of the 
SedAc current prior to treatment. Only 
the gentle SedAc stimulation is 
remembered. 


Literature available on request. 


Model SOS and other Reiter instruments will 
be shown at Booths 51 & 52 at the APA meeting. 
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MODEL SOS PROVIDES FOR: 


CONVULSIVE THERAPY 
maximum convulsive and 
therapeutic efficiency 


NON-CONVULSIVE THERAPIES 
ELECTRO-SLEEP THERAPY 


FOCAL TREATMENT 
unilateral and bilateral 


MONO-POLAR TREATMENT 
non-convulsive or convulsive 


BARBITURATE COMA 
and other respiratory problems 


MILD SEDAC 
without sedation 


SEDAC THERAPY 
with sedation 


PRE-CONVULSIVE SEDAC 
for anxious patients 
who resist EST 


POST-CONVULSION SEDAC 
for deep sleep 


NEUROLOGICAL CONDITIONS 


Model SOS contains the Reiter uni- 
directional currents and three new 
SedAc ranges as part of the single 
selector control. Model S is available 
without the SedAc ‘current (may be 
used with separate SedAc attach- 
ment). The SedAc is also available 
as a self-powered instrument. 


REUBEN REITER, Se.D 


64 WEST 48th STREET, 
NEW YORK 36, N. Y. 
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WHEN A MAN 


IS MENTALLY 
AN ICEBERG 
RESTORE 
EMOTIONAL 
WARMTH 


The schizophrenic’s cold, rigid and irrational emotional 

tone melts away as Pacatal restores emotional warmth. Lack of 
responsiveness is one of the many symptoms which Pacatal 
corrects by normalizing thinking and emotional patterns. Many 
investigators report a return of warmth and improved affect.1:2.3 
PACATAL... 

* “normalizes” thinking and emotional responses 

* calms without ‘“‘flattening”—keeps patients alert 

* elevates the mood instead of sedating the patient 

complete literature available on request 

References 

1. Flipse, M. J.: Clin. Med. 4:1237 (Oct.) 1957. 2. Hutchinson, J. T.: Paper 


presented, American Psychiatric Association, Philadelphia, Pa., Nov. 17, 1956. 
3. Sarwer-Foner, G. J., and Koranyi, E. K.: Canad. M.A. J. 77:450 (Sept. 1) 1957. 


FOR NORMALIZATION—NOT SEDATION 


Pacatal 


WARNER-CHILCOTT 


BRAND OF MEPAZINE 
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faster 
recovery 
from severe 
depression 
with 


psychotherapy and LD eprol* 


average 
recovery time 
8 weeks’ 


Acts Differently Deprolcontrolsdepression 
without stimulation srelieves melancholia with- 
out whipping up an emotionally tired patient. 


Treats Psychic and Somatic Symptoms 
# Depro! restores natural sleep without depres- 
sion-producing aftereffects = relieves such 
physical manifestations of depression as head- 
ache, cardiovascular and gastrointestinal 
complaints. 


Exceptionally Safes no known liver toxicity; 
no effect on blood pressure, appetite, sexual 
function = side effects are minimal and easily 
controlled by dosage adjustment. 

Rapid Onset of Action = Simple Dosage Schedule 


Composition: Each tablet contains 
400 mg. meprobamate and 1 mg. 
2-diethylaminoethyl benzilate hydro- 
chloride (benactyzine HCl). 


Dosage: The usual starting dose is 
one tablet q.i.d. When necessary,this 
dose may be increased gradually up 
to a dose of three tablets q.i.d. 

Literature and samples on request. 


@ WALLACE LABORATORIES, New Brunswick, N.J. 


*Alexander, L.: Chemotherapy of depression—Use of meprobamate com- 
_ bined with benactyzine (2-diethylaminoethyl benzilate) hydrochloride. 
J.A.M.A. 166: 1019, March 1, 1958. co-69se 
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In parkinsonism Parsidol has proved outstandingly eftective 
for controlling tremor and muscular rigidity, the principal impair- 
ments in this disease.!: 2 

With Parsidol most patients show rapid, even dramatic improve- 
ment—both in major symptoms and in gait, posture, balance and 
speech. Side effects are minimal. Parsidol is compatible with all 
other antiparkinsonian drugs and its effectiveness may even be 
increased in combination or rotation with such preparations as 
atropine and dextroamphetamine.} Parsidol improves the patient's 
emotional perspective, promotes a more optimistic outlook as 
physical coordination and dexterity return. 

Most patients can be controlled with a maintenance dosage of 
50 mg. four times daily. However, more severe cases may require 
up to 600 mg. daily, a dosage level ordinarily well tolerated. 
References: 1. Doshay, L. J.; Constable, K. and Agate, F. J., Jr.:J.A.M.A. 160:348 (Feb.) 


1956. 2. Berris, H.:J.-Lancet 74:245 (July) 1954. 3. Timberlake, W.H. and Schwab, 
R.S.: N. Eng. J. Med. 247:98 (July 17) 1952. 


PARSIDOL 


Brand of ethopropazine hydrochloride 


WARNER -CHILCOTT 
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meprobamate 

prolonged 
release 
capsules 


Evenly sustain relaxation of mind and muscle ‘round the clock 


TABLET THERAPY 
MEPROSPAN THERAPY 
j 


TWO MEPROSPAN CAPSULES AT BEDTIME 
PROVIDE UNINTERRUPTED SLEEP THROUGH. 


SPASM THROUGHOUT THE OaY. | DUT THE NIGHT 


Meprospan 


MEPROBAMATE IN PROLONGED RELEASE CAPSULES 


} TWO MEPROSPAN CAPSULES IN THE MORNING 
VE ANXIETY, TENSION AND SKELETAL MUS- 


# maintains constant level of relaxation 
= minimizes the possibility of side effects 


«simplifies patient’s dosage schedule 


Dosage: Two Meprospan capsules q. 12 h. 
Supplied: Bottles of 30 capsules. 
200 mg. 


Each capsule contains: 
Meprobamate (Wallace) 
2-methy!-2-n-propyl-1,3-propanediol dicarbamate 


Literature and samples on request. 
e? WALLACE LABORATORIES, New Brunswick, N. J. 


CME-6598-43 
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CHEMICALLY IMPROVED -— beneficial proper- 
ties potentiated ... unwanted effects reduced, 
through modification of the phenothiazine struc- 
ture 


PHARMACOLOGICALLY IMPROVED —en- 
hanced potency with far less sedative effect 


CLINICALLY IMPROVED ~-— does not oversedate 
the patient into sleepiness, apathy, lethargy... 
active and rapid in controlling manic excitement, 
psychotic agitation and panic, delusions and hal- 
lucinations, hostility, and intractable behavior... 
drug-induced agitation minimal 


AND IN EXTENSIVE CLINICAL EXPERIENCE — 


SINGULARLY FREE FROM TOXICITY 


w jaundice or liver damage—not observed m skin 
eruptions—rare photosensitivity-rare m hy- 
perthermia—rare am convulsions—not observed 


IN SCHIZOPHRENIA/ MANIC STATES/ PSYCHOSES ASSOCIATED 
WITH ORGANIC BRAIN DISEASE 


effects smooth and rapid control of psychotic symp- 
toms facilitates insight permits 
early introduction of psychotherapy ————> im- 
proves patient-personnel relationship ——> hastens 
social rehabilitation 


Squibb Triflupromazine Hydrochloride 


the new, improved agent for better 


management of the psychotic patient... 
with greater freedom from toxicity 


*VESPRIN® IS A SQUIBB TRADEMARK 


DOSAGE: 

Oral route—usual initial dosage, 25 mg., t.i.d. Adjust 
dosage according to patient response. (Observe caution 
in giving daily oral doses in excess of 300 mg.) 
Intramuscular route—suggested dosage, 20 mg., t.i.d. (Ob- 
serve caution in exceeding daily intramuscular doses of 
150 mg.) 

(See package insert for additional information) 

Oral Tablets: 10 mg., 25 mg., 50 mg. press-coated tablets 
in bottles of 50 and 500 

Parenteral Solution: 1 cc. ampuls (20 mg./ce.) 


Squibb Quality— 
The Priceless Ingredient 
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Compazine* can often 
help you in the 
treatment of depressed 


and withdrawn patients 


‘Compazine’ will often penetrate the mental and physi- 
cal apathy of depressed and withdrawn patients so that 
they can be reached and helped. Patients who are mute, 
hypoactive, dull, flat and apathetic, become more alert 
and cooperative and show response to psychotherapy. 


Many patients who have failed to respond to 
previous therapy show remarkable improvement on 
‘Compazine’. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
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Effects of Lobotomy in Childhood 


H. C. HOLLAND, M.D., E. G. NEWMAN, M.D., and L. B. HOHMAN, M.D. 


During the period 1946 to 1950 a number 
of children and a few adolescents were sub- 
jected to lobotomy at Duke Hospital. All 
these cases presented such severe behavior 
problems that any type of treatment seemed 
justified—even lobotomy. A few of the cases 
were probably post-encephalitic but most of 
them were regarded as childhood schizophre- 
nia or Heller’s disease. 


Our cases were of such severe variety that 
we felt that the prognosis in all was uni- 
formly bad. Most authors and investiga- 
tors,’ are in agreement that all of the 
severe cases offer practically no hope for 
improvement. Our principle for recommend- 
ing lobotomy was that when the prognosis 
was thought to be very poor and the beha- 
vior problems so severe that nothing short 
of permanent institutional care was forsee- 
able, that it was legitimate to recommend 
this drastic procedure. 

The present study represents a “follow 
up” on all the cases of lobotomy in children 
or young adolescents performed at the Duke 
Hospital during the period mentioned. The 
“follow up” was undertaken by two of the 
authors (H. C. H. and E. G. N.), while they 
were senior students in the Duke University 
School of Medicine. They visited every pa- 
tient in person. The case histories are in- 
cluded in this report. 

In the tabulation of our cases it can read- 
ily be seen that before lobotomy, seven of 
the 12 cases were severely hostile, 10 de- 
structive, and that none could be in school 
or at work. Within three years after op- 
erating only four of the 12 were hostile, only 
seven were destructive and two were re- 
turned to work or school. Three years or 
more after lobotomy, only one remained hos- 


From Duke University School of Medicine, Dur- 
ham, N. C. 


tile, none were destructive and seven were in 
school or at work. 

Of course, the more favorable course in 
these cases cannot necessarily be attributed 
to the lobotomy. It is possible that matu- 
ration may have played a part in the amelio- 
ration of symptoms. On the other hand, in 
the post-encephalitic behavior disturbances, 
no lessening of bad symptoms could be ob- 
served in the course of growth. It would 
not be unreasonable to hypothecize that lob- 
otomy may have been beneficial. At least it 
cannot be argued that lobotomy worsened 
the illness. 


Case No. 1: Ruth B. was apparently normal from 
birth until the age of six months when she had in- 
testinal flu and measles and probably encephalitis. 
She was not severely ill but her parents noted that 
following these illnesses she regressed in behavior 
(sitting up, etc.). From that time forward she was 
very slow in development and when first seen at 
Duke Hospital at the age three, she was unable 
to talk except for occasional words. Her physical 
examination, neurological examination, and routine 
laboratory studies were within normal limits. Bone 
age roentgenograms corresponded to the chrono- 
logical age. The impression at that time was men- 
tal retardation with hyperkinesis, probably post- 
encephalitic. 

Subsequent glutamic acid therapy was unsuccess- 
ful and in the ensuing years the child became pro- 
gressively more hyperactive and aggressive. She 
became a severe management problem at home. 
Since institutionalization was impossible at that 
time, lobotomy was recommended. In 1951, at the 
age of eight, the patient had a complete bilateral 
prefrontal lobotomy in the plane of the coronal 
suture and the sphenoidal ridge. After a trial of 
several months at home, she was hospitalized at the 
Caswell Training School for defective children. 

On admission, Ruth was found to have an I.Q. of 
10 (Gesell), and was therefore placed in the “non- 
trainable’ group, receiving simple custodial care. 
She has remained somewhat hyperactive, but is not 
nearly so destructive as previously. Restraint is no 
longer necessary, and when interviewed seven years 
after onset of symptoms and three years after lob- 
otomy, she seemed happy and non-aggressive. 
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Case No. 2: Elaine M. had developed normally un- 
til she became critically ill with an encephalitis at 
age 15 months. During her illness she began to 
have grand mal seizures which continued after re- 
covery from the acute febrile illness. Her behavior 
became hyperactive, purposeless, and destructive. 
Her parents could only control her outdoors by ty- 
ing her to a tree. She was admitted to a state hos- 
pital for epileptic children at the age of six, and 
was then transferred to another state hospital where 
surgical facilities were available for lobotomy. She 
was seen there by Drs. Hohman and Wilson. Physi- 
cal examination, neurological examination, and rou- 
tine laboratory studies were within normal limits. 
Shortly after transfer the patient had a complete 
bilateral prefrontal lobotomy in the plane of the 
coronal suture and the sphenoidal ridge. 

She was returned to the epileptic colony and has 
been on anticonvulsant therapy (Mesantoin and 
phenobarbital) continuously up to the present time. 
During the four years since her operation she has 
had only one convulsion and that during a febrile 
state. 

When we visited her recently, eight years after 
onset of symptoms and four years since lobotomy, 
the patient did not speak. We were informed that 
her behavior is moderately hyperactive and that she 
is occasionally destructive of clothing but is not ag- 
gressive toward people. Her intellect remains in 
the idiot range and she is completely untrainable 
but does not pose any special problem in manage- 
ment. 

Case No. 3: Richard W. was first seen at Duke 
Hospital in 1950 at the age of seventeen. He was 
brought to the hospital because of threats to kill his 
parents. The onset of the mental illness three years 
preceeding had been characterized by abnormal pre- 
occupation with sexual topics and excessive vul- 
garity. In Duke Hospital he was extremely vio- 
lent, tore apart two hospital rooms, and refused 
to eat or drink. Physical examination, neurological 
examination, and routine laboratomy studies were 
within normal limits. He was diagnosed as hebe- 
phrenic schizophrenia. A complete bilateral pre- 
frontal lobotomy was performed in the plane of the 
coronal suture and the sphenoidal ridge. Following 
his operation he was noted to be less destructive. 

Several weeks later he was transferred to a state 
hospital. His behavior continued destructive dur- 
ing the first year in the hospital. One year after 
admission he was started on a course of insulin 
coma therapy because he demonstrated stereotypy, 
bizarre gestures, and hallucinations. He was given 
a total of 62 treatments and 50 comas over a period 
of three months, with only modest results. He con- 
tinued to have a fluctuating course, and still occa- 
sionally molests nurses. 

One year after the insulin therapy he was given 
a course of 14 electroshock treatments, again only 
with modest results. Two Wechsler-Bellevue tests 


one year apart showed an increase in I.Q. from 93 
to 108. 
In the past six months, the patient has sponta- 
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neously shown remarkable improvement and has 
been working regularly in the hospital laundry. He 
has a grounds pass, takes an active part in chapel 
services every Sunday, and states that he is begin- 
ning to like his hospital environment. When we 
saw him seven years after onset of illness and four 
years after operation, he was interested in the cur- 
rent basketbail standings. 

Case No. 4: William M. was first seen in the der- 
matology out-patient clinic of Duke Hospital in 
1947 at the age of seventeen, with a complaint of 
severe acne of several years’ duration. On subse- 
quent visits his behavior and thought showed such 
obsessive preoccupation concerning his skin condi- 
tion that he was referred to neuropsychiatry for 
evaluation. 

The report revealed a severely obsessive-compul- 
sive individual, with additional symptoms which 
made it clear that the diagnosis was schizophrenia. 
He was admitted to the psychiatric ward of Duke 
Hospital for further observation. Except for acne, 
the physical examination, the neurological examina- 
tion, and routine laboratory studies were within nor- 
mal limits. He was lobotomized in April 1948. The 
section was made in a plane 1.5 cm. anterior to the 
coronal suture line superiorly and to a point 1.0 cm. 
anterior to the coronal suture line inferiorly. 


Following the operation he had about 30 hours 
psychotherapy while still in the hospital. He seemed 
improved and was discharged to his home. His pre- 
occupation with his appearance abated, but he was 
unable to work without loss of temper and again 
became threatening to his family. In January 1949, 
he was a voluntary patient at the state hospital be- 
cause “he was often cruel to his mother and mem- 
bers of his family, and once threatened to kill him- 
self.” After a brief stay in the hospital he returned 
home but continued the same behavior. In 1953 six 
years after operation he was a voluntary patient at 
another state hospital because of hypochondriac 
symptoms centered around a “bad heart.’ After a 
stay of six weeks he returned home. He has since 
had two jobs both of which he quit, and is now 
helping with the family’s business, a chicken hatch- 
ery. 

When seen at his home in March 1954, approxi- 
mately nine years after onset of illness and six 
years after lobotomy, he seemed relatively at ease 
and spontaneous in speech. He was, as he has 
always been, weil-groomed. He denied any special 
preoccupations at that time. He spoke freely of his 
previous “imaginary heart trouble” and stated that 
it was not bothering him nearly as much as it had 
a year ago. He agreed with his mother that he 
tends to ‘“‘worry about things excessively.’’ He con- 
siders his work in the family chicken hatchery as 
temporary and plans to go to work soon as a re- 
pairman in a furniture store. He occasionally dates 
girls, but has no immediate plans for marriage. 

Case No. 5: William S. developed normally until 
the age three years when he suffered two accidents 
with possible cerebral concussions. There was no 
loss of consciousness. After the second injury his 
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speech deteriorated and he became unmanageable. 
He became aggressive, destroyed furniture, and 
struck people who came near him. Although he was 
previously toilet trained and properly modest, he 
began to urinate in public places. 

The patient was brought to Duke Hospital. The 
physical and neurological examinations and the rou- 
tine laboratory studies were within normal limits. 
The diagnostic impression was severe personality 
disorder on an organic basis. Soon after admission 
in July 1949, at the age of six years, a complete 
bilateral prefrontal lobotomy was performed in a 
plane beginning 1.5 cm. anterior to the coronal su- 
ture line and extending to a point 1.0 cm. anterior 
to the coronal suture line inferiorly. He remained 
aggressive and hyperactive, although his toilet hab- 
its did improve. His behavior was still unacceptable 
two years later, at which time he was shown to 
have an I1.Q. of 56 (Merrill-Palmer). 


He was started on Dexedrine sulfate with some 
beneficial results, but finally in 1953 he had to be 
placed in the Caswell Training School for defective 
children. After a short time he began to demon- 
strate erratic, destructive, sadistic behavior. Dex- 
edrine therapy was resumed and he is now back in 
class. His teachers report that he is doing well and 
poses no special problem. 

When we saw him eight years after onset of ill- 
ness and five years since lobotomy, he was in the 
infirmary with a mild pharyngitis. He was not 
hyperactive, speech was coherent, and the content 
of his thought centered around leaving the infir- 
mary and returning to the cottage where his friends 
and classmates live. 


Case No. 6: Norborne W. was admitted to Duke 
Hospital at the age of seven and one-half years for 
evaluation for lobotomy. His unusual behavior first 
appeared when he was two and one-half years, prior 
to which his development had been normal and he 
had required little attention. His mother stated that 
he was ‘too good.” At the age of two and one- 
half he became hyperactive, running and jumping, 
banging his head, and beating himself on the chest 
and head. He became completely unmanageable. 
His speech deteriorated and he jabbered or screamed 
most of the time. He was seen at weekly intervals 
in a mental hygiene clinic with no benefit. At the 
age of three and one-half he was seen by Dr. Red- 
wood of Norfolk, Virginia, and also by Dr. Kanner 
of Baltimore, Maryland. An air encephalogram was 
reported normal. Both these physicians gave a poor 
prognosis and advised custodial care. 

Brief periods of hospitalization in two institu- 
tions and special training by a tutor for a longer 
period produced little improvement. By the age of 
seven he had become even more hyperactive. He 
ran about wildly, hitting and scratching himself as 
well as anyone who came near him. 


At that time he was brought to Duke Hospital. 
On admission to the psychiatric ward, the physical 
and neurological examinations and routine labora- 
tory studies were normal, except for a cataract on 
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the left eye, which was secondary to a trauma in- 
curred during an episode of hyperactivity. It was 
felt that his behavior disturbance was due to organic 
brain damage but a diagnosis of Heller’s disease 
was entertained. In June 1950, a complete bilat- 
eral prefrontal lobotomy was performed in the plane 
of the coronal suture, extending inferiorly to the 
sphenoidal ridge. After the operation the patient 
seemed much improved. His hyperactivity was 
diminished and he no longer scratched or struck 
himself or others. 

When we visited him at home, the mother stated 
that he has not been aggressive or destructive. She 
feels that he understands a great deal of what is 
said to him but that he remains a management 
problem because of wilful disobedience. He talks 
very little and his speech is slurred. One year ago 
he was placed in a class of five, but after a short 
period was considered untrainable by the teacher. 
When we saw him, the patient did not speak and 
was mildly hyperactive. He rolled on the floor sev- 
eral times, disobeying most of his mother’s requests. 
He was, however, seen to obey several of her simple 
instructions. 

Case No. 7: Oscar W. was first seen at Duke Hos- 
pital in 1949, at the age of eight, having been re- 
ferred by Dr. Kinross-Wright of the Charlotte, 
N. C. Child Guidance Clinic. The onset of his illness 
dated from age four when he became seclusive, ir- 
ritable, showed a restriction of interest in things 
about him, and his speech became markedly less 
productive. Prior to this time the patient had de- 
veloped normally, walking and talking at the usual 
times. His behavior became progressively deterio- 
rated. He began to adopt bizarre postures, gri- 
maced, and became hyperactive and destructive. He 
was not, however, aggressive toward people. An 
attempt was made to start him in school, but he 
was unmanageable and had to be withdrawn. Two 
months prior to admission, Oscar was rated at an 
I.Q. (Stanford-Binet) of 36. A pneumoencephalo- 
graphic study revealed no abnormalities. 


On admission physical and neurological examina- 
tions and routine laboratory studies were within 
normal limits. The diagnosis of childhood schizo- 
phrenia was made. 

On August 26, 1949 a bilateral prefrontal lobo- 
tomy was performed in a plane 1 cm. anterior to the 
coronal suture line down to the sphenoidal ridge. 
Within one week following the operation, the child 
became less hyperactive, his speech more intelli- 
gible, and he was much more easily managed. On 
a return visit one month following his operation, it 
was thought that he had continued to improve. 

When seen at this home nine years after onset of 
symptoms, and five years after lobotomy, the pa- 
tient did not speak at all. He would, however, 
point to things and emit a high-pitched sound 
(oooooop!). He was hyperactive and postured bi- 
zarrely with his arms. His parents report that he 
dresses himself and is interested in his pet rabbits, 
although he does not assume full responsibility for 
their care. He is neither aggressive nor destruc- 


203 
4, 
| 
i 
i 


204 DISEASES OF THE NERVOUS SYSTEM 


tive, but seems to have intellectually deteriorated 
in the last four years. 

Case No. 8: Kermit C. was first seen in the Duke 
Hospital Clinic in December 1941 at the age of six. 
The chief complaint of the parents was that the 
child seemed mentally retarded and emotionally un- 
stable. History from the parents revealed that the 
child was delivered by breech and was cyanotic at 
birth, but was quickly and easily resuscitated. 
Breast feeding was attempted but seemed unsatis- 
factory as the child did not get enough milk. His 
diet was supplemented with bottles and by the age 
of two months breast feeding was discontinued al- 
together. Eating patterns were stated to have been 
normal from that time on. The child began to walk 
and talk at the age of one year. In his second year, 
he began to mimic other people’s speech and seemed 
slow to develop spontaneous speech. At the age 
of three he had night terrors. By the age of five 
the parents felt that he was definitely abnormal. He 
would repeat the same sentence for weeks at a 
time—‘‘Nothing is going to get little Kermit.’”’ He 
seemed to like other children, but never learned to 
play with them, and spent much of his time sitting 
alone with a puzzled expression on his face. He 
laughed and cried at inappropriate times. 


A physical examination was within normal limits 
at that time. The electroencephalogram showed 
small, rounded 20 per second waves in all leads, 
suggestive of widespread disturbance of cerebral 
electrical activity, with somewhat increased corti- 
cal irritability. The I.Q. was 51 (Stanford-Binet). 

During the ensuing four years his behavior de- 
teriorated. He became hyperactive, cried a great 
deal, screamed at times, became destructive and 
fought with members of the family. He was ad- 
mitted to Duke Hospital in August 1945 and again 
physical examination was within normal limits. 
Three determinations of the BMR were —9%, 
—16™%, and —-9% respectively. The electroenceph- 
alograms at that time were within normal limits. 
The diagnosis was mental defificiency with psycho- 
sis, possible childhood schizophrenia. The patient 
received a course of five electroshock treatments 
which, however, did not appear to alter his be- 
havior in any way. 

The patient was readmitted in April 1950. His 
behavior was similar to that observed previously. 
Physicical and neurological examination and rou- 
tine laboratory studies as well as the pneumoen- 
cephalogram were within normal limits. In April 
1950 when the patient was fifteen years of age, a 
complete bilateral prefrontal lobotomy was _ per- 
formed in the coronal suture-sphenoidal ridge plane. 
Following the operation he showed a marked re- 
duction in motility and one month following dis- 
charge a letter from his parents advised that he 
played with other children and was easily managed. 
Six months later, on a return visit he was found to 
be much less active than prior to lobotomy. He 
seemed shy and withdrawn, however, and did not 
talk. A repeat Stanford-Binet test gave an I.Q. of 23. 
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he was showing marked improvement. He helps 
with house chores and assists his father. He does 


not talk too much, but does make his needs known. 
His mother stated that he has taken greater inter- 
est in his siblings and seemed “more one of us’ in 
the past year. We were unable to elicit any an- 
swers to questions from the patient. During most 
of the interview he sat in a chair with his hand 
covering his eyes. This interview took place nine 
years from the onset of obvious symptoms and 
three years after lobotomy. 


Case No. 9: Noel W. was first in Duke Hospital 
in June 1948 at age 12. He had been diagnosed as 
schizophrenic since he was six at the University of 
Iowa Children’s Clinic, and then at the age of eight 
at Phipp’s Clinic. The chief complaint at that time 
was that the child had become completely unman- 
ageable due to his obsessive-compulsive behavior. 
He was very irritable, excessively talkative, and 
had angry spells in which he screamed. His “rit- 
uals” had become so excessive that it was impos- 
sible to adapt to his compulsions and he became 
violent if thwarted in his “rituals.” He was very 
literal-minded and became very excited until any 
rhetorical exaggeration was explained to him. The 
patient had always been obsessively obedient and 
this had led to his being made the butt of practical 
jokes. For example, on one occasion he stood up- 
side down leaning against a tree for two hours and 
would not resume normal posture until the boy 
who had commanded him gave him permission to 
come down. 

The patient’s birth and early development were 
said to have been normal. He walked and talked 
at the age of 18 months. It was at about the age 
of three that the mother first noted abnormalities 
in his behavior. At that age he had taught himself 
to read and the attending pediatrician predicted 
that the patient would be either a genius or psy- 
chotic. He started school at the age of six, but by 
the time he was ten, he had to be removed because 
the teachers could no longer handle him. Since that 
time, he has had private tutors at home. 

In his stay on the Duke psychiatric ward ob- 
servations confirmed the behavior described by his 
mother. The physical and neurological examina- 
tions were within normal limits and it was noted 
that his body type was dysplastic. Routine labo- 
ratory studies, the electrocardiogram, the oxyen- 
cephalogram, and the electroencephalogram were 
all interpreted as normal. The Stanford-Binet Test 
(Form L) gave an I.Q. of 115, with severe scatter 
on the subtest. The psychologist’s conclusions were 
that the patient was of high average intelligence, 
with severe scatter of abilities. He was poorest at 
detection of absurdities and best at memory. His 
attitude was concrete. 

In June 1948 at the age of twelve the patient un- 
derwent bilateral prefrontal lobotomy in a plane 1.5 
cm. anterior to the coronal suture line, sparing 
20 cm. of the orbital fibers. Post-operatively his 
physical course was benign but his psychiatric 


In our visit to his home the parents thought that course was stormy. He was incontinent, smeared 
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feces, and was completely uncooperative. His ob- 
sessive-compulsive activity reappeared early but ac- 
tivity was quickly stopped by verbal direction. 
Within two weeks the incontinence had disappeared 
and it was believed at the time of his discharge 
that he was definitely improved. Eighteen months 
later, a re-evaluation of his intellect was done, the 
Wechsler-Bellevue test being administered. The full 
scale I.Q. was 117, and the scatter of the subtests 
was wide. His approach to the problems was some- 
what rigid and it was felt that this was a deterrant 
to the full utilization of his intellectual capacity. 

For several years his behavior in general was 
markedly improved. He was able to return to 
school, he was socially moderately adaptable, and 
his mother was able to take him on a tour of Eu- 
rope. Before operation none of these things would 
have been possible. 


In our visit to his home, about thirteen years 
after onset of symptoms and six years since lobo- 
tomy, we found that the patient’s appearance was 
neat and his speech distinct. He spoke in a high- 
pitched voice with a slight lisp and his delivery 
was rapid. He stated that he still has his “obedi- 
ence trouble’’; that is, he will do things that he is 
told without apparently realizing the absurdity of 
the behavior. His major interest is band music. 
He plays the clarinet in the high school band and 
also plays the piano at home. He has no close 
friends and his schoolmates consider him “odd.” He 
has done well in his senior year in high school, hav- 
ing made all A’s the first two-thirds of the year. 
He spends much time writing lengthy stories, the 
plots usually concern a boy prodigy who plays in 
the band and wants to lead the band, but the stories 
never reach a conclusion because he becomes in- 
volved in extremely detailed descriptions of the 
characters and their relationships. 

His mother stated that he still has occasional ag- 
gressive temper “flare-ups.” These outbursts occur 
when he feels that his mother has disapproved of 
his behavior. She is disturbed about his future, 
feeling that if his aggressive tendencies increase 
he will have to be institutionalized. 

He has plans for the future. He wishes to at- 
tend college and major in music. His mother is 
apprehensive about his ability to adjust to a col- 
lege atmosphere but is willing to permit a trial. 

Case No, 10: Ellen T. was admitted to the psy- 
chiatric ward of Duke Hospital in December 1948. 
She had previously been seen as an out-patient by 
the orthopedic service for her spasticity. She was 
born in June 1930, the second of twins, and was 
completely cyanotic for two hours. She had con- 
vulsions on her second day. Previous diagnosis had 
been cerebral palsy with athetosis and feeble-mind- 
edness resulting from birth injury. She developed 
slowly but made fairly good emotional adjustment 
in her family. In early adolescence she recognized 
her difference from other people and vocalized re- 
sentment. 


Her presenting complaints at the time of admis- 
sion to the psychiatric ward dated from ten months 
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prior. She had always been jealous of her twin and 
this increased when the sister was courted and fi- 
nally became engaged. The onset of serious men- 
tal illness was marked by visual hallucinations of 
hell, statements that she had damned the Lord, and 
acute emotional excitement. The patient had made 
three suicidal attempts prior. Two months prior to 
admission she began to show alarming agressive- 
ness, anorexia, and sleeplessness. 

In the hospital the patient’s behavior was char- 
acterized by anorexia, crying and temper tantrums 
in which she became aggressive toward other peo- 
ple, and auditory hallucinations of her mother’s 
voice. She tore her clothing, voided on the floor, 
and masturbated openly. Three electroshock treat- 
ments were given resulting only in transitory re- 
laxation and improved sleep. The physical exami- 
nation showed the patient to be in good general 
health with the exception of her generalized spas- 
ticity and double athetosis. The oxyencephalogram, 
electrocardiogram, and routine laboratory studies 
were within normal limits. The diagnosis was hebe- 
phrenic schizophrenia with mental retardation, spas- 
ticity, and double athetosis. 


In January 1949 at age 18, a complete bilateral 
prefrontal lobotomy was performed in the coronal 
suture-sphenoidal ridge plane. Following her opera- 
tion, she exhibited diminished tension, began to eat 
well, kept her clothes on, stopped hallucinating, and 
talked agreeably to ward personnel. Due to emo- 
tional and financial difficulties in her home, it was 
deemed best to transfer her directly to the State 
Training School at Clinton, South Carolina. She 
made fairly good adjustment in the training school 
and also slow but steady progress in schooling. 
About one year ago, she began to display hostile 
and aggressive tendencies toward one or two other 
patients in the hospital. 

On our visit to the institution six years after on- 
set of mental illness and five years since lobotomy, 
we found Ellen to be quite happy and at east. At 
that time she was currently anticipating a visit to 
her mother. She has been making periodic week- 
long visits to her home during the past three years. 
We were informed that her aggressive behavior of 
a year ago had abated and that she was no longer 
special problem in management. Her mother was 
recently injured in an automobile accident and when 
Ellen was informed of this she expressel concern 
but no emotional crisis occurred. She attends church 
services regularly but shows no preoccupation with 
religion. 

Case No. 11: Linda S. was an apparently normal 
child, and had developed normally until the age of 
two and one-half years, when she began to speak 
indistinctly and less spontaneously. Her speech 
progressively deteriorated, she began to have 
screaming spells, and she displayed destructive be- 
havior. She became apathetic and uninterested in 
her environment. The child was admitted to Duke 
Hospital for studies at the age of four. Her phys- 
ical examination was within normal limits, as was 
the neurological examination, although the electro- 
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encephalogram showed generalized dysrhythmia, 
and a diagnosis of post-encephalitic syndrome was 
entertained. During the ensuing two years Linda’s 
aberrant behavior became more marked until she 
was practically unmanageable. She was seen again 
at Duke Hospital in July 1944, at the age of six. 
A Stanford-Binet test showed her I.Q. to be 34. 


Since no recommendation for therapy was made 
at Duke, the parents took the child to Washington, 
D.C., where she was seen by Drs. Freeman and 
Watts at George Washington University. A portion 
of her history is obtained from their book, Psycho- 
surgery, 2nd Ed., 1950, Charles C. Thomas Pub., in 
which Linda is listed as Case 262 on page 441. 


Findings at George Washington University Hos- 
pital were essentially as recorded at Duke Hospital, 
and pneumoencephalography was reported as nor- 
mal. In August 1944, complete bilateral prefrontal 
lobotomy was performed in the coronal suture- 
sphenoidal ridge plane. Her behavior improved 
somewhat over a two months period but a relapse 
occurred. A second lobotomy was performed at a 
plane 15 mm. behind and parallel to that of the 
first operation. 


Following the second operation she became more 
talkative, less destructive, and more easily man- 
aged. When she was last seen in February 1949, 
she is reported by Watts and Freeman as being 
“quite withdrawn but less troublesome . . . talked 
very little and was making no progress in helping 
in the home.” The final impression at George Wash- 
ington University was “childhood schizophrenia, 
probably originating before the age of four.” 


Following the death of her father in 1950, Linda 
became less manageable and her behavior was 
characterized by frequent temper tantrums. Since 
her mother and brother were physically unable to 
control her in the home she was admitted to Cas- 
well Training School early in 1950. Her I.Q. on 
admission was 24 (Stanford-Binet). This I.Q. and 
her behavior placed her in the “untrainable group” 
and she has since been under simple custodial care. 
She remains healthy and is able to feed and clothe 
herself, and is tidy in her toilet habits. She is said 
to be “‘no problem except for her rough play.”” When 
we saw her we were unable to obtain a verbal re- 
sponse to any of our questions, but she seemed 
happy in her environment. It was noted by ward 
personnel that she drinks excessive amounts of wa- 
ter and is seen to urinate frequently. 


Case No. 12: Eugene N. was referred to the Duke 
Psychiatric clinic in 1947 at the age of fourteen. He 
was born of an unplanned but desired pregnancy. 
Labor was neither difficult nor prolonged. He 
sucked his tongue until the age of five years and 
was eneuritic until the age of ten. There was no 
history of feeding problems. He is said to have 
been a happy, enthusiastic, and alert child until the 
age of six, at about which time he began to grow 
self-conscious and timid. 


Symptoms of his illness were first noted in school, 
when, at the age of nine, in the third grade he began 
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to cry over trivial school matters. Three years 
later, his sixth grade teacher reported that he was 
inattentive and seemed to daydream a lot. This be- 
haviour became progressively more prominent and 
resulted in his failing the eighth grade. In that, his 
fourteenth year, he began to have obsessive ideas 
about germs and dirt, became preoccupied with bod- 
ily functions, religion, and sex. Ritualistic behavior 
and compulsions became manifest at that time. 
There was no evidence of hallucinosis. 

He was admitted to the hospital for the first time 
in 1947, when the physical examination, the neuro- 
logical examination, and the routine laboratory 
studies were within normal limits. The Wechsler- 
Bellevue I.Q. was 72. There was a wide scatter on 
the subtests and it was the psychologist’s opinion 
that the low level of function was the result of im- 
paired efficiency, not low-grade intelligence. To the 
Rorschach Test he gave bizarre responses, and there 
was stereotypy, emotional impulsivity, perseveration, 
contamination, flight of ideas, and generally a poor 
form level. The results were suggestive of a schiz- 
ophrenic process. On the ward he demonstrated 
preoccupation with the men’s toilet as well as com- 
pulsive rituals which consisted of performing va- 
rious maneuvers for doing so. 


He was transferred to a private institution after 
three weeks, where over a period of several months 
he improved physically but not mentally. In August 
1947, following an episode of catatonic mutism he 
was given twelve electroshock treatments with some 
improvement. He was readmitted to Duke Hospital 
in December 1948 because his behavior at home had 
become completely unacceptable. He had begun to 
wander into strange houses and investigate the 
bathrooms. On one occasion he made sexual ad- 
vances toward his older sister. At the time of that 
admission there was grimacing of the forehead and 
mouth and abrupt manneristic movement of the 
arms. His speech was halting and repetitious, and 
he frequently whispered and sometimes appeared 
to be talking to someone other than the examiner. 
There was preoccupation with the effects of poisons 
on the brain, black widow spiders, snakes, and God. 
The delusion was elicited that his mother was not 
his real mother, and that the latter was dead. The 
physical examination, neurological examination, rou- 
tine examination, the electroencephalogram and the 
pneumoencephalogram were all within normal 
limits. 

On January 10, 1949, at age 16, he had a bilat- 
eral prefrontal lobotomy, the plane of section being 
1.5 cm. anterior to the coronal suture line superi- 
orly and in the plane of the coronal suture line in- 
feriorly. 

The patient was only moderately improved by this 
operation. In the first year following lobotomy he 
had episodes of talking to himself, which had the 
form of a debate. Following these he sometimes 
threw chairs around but never attacked another 
person. The intensity of this behavior subsided 
gradually. His improvement since that time has 


been only moderate until one year ago. 
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Discussion 


Although lobotomy is an irrevocable and 
drastic procedure, our cases were such se- 
vere chronic problems that the only alterna- 
tive to attempted relief of symptoms was 
custodial institutional care. Our follow-up 
would seem to have justified the operative 
procedure. It could have been argued that 
growth may have accounted for the improve- 
ment. However, two or three facts argue 
against this. 1) Most cases of chronic child- 
hood schizophrenia have not shown improve- 
ment. 2) The post-encephalitic cases have 
not improved. 3) The experience with hem- 
ispherectomy has shown that severing of 
brain connections has brought about marked 
satisfactory reduction or disappearance of 
behavior disorders even of severe abnormal- 
ities of behavior. 


Conclusion 
Our follow up study of childhood lobotomy 
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3 years and longer in 12 cases would seem 
to justify the operation—at least for amelio- 
ration of severe behavior difficulties. 


Authors’ Note: All of the lobotomies, except case 
#11, were performed by Guy Odom, Professor of 
Neurosurgery, Duke University School of Medicine. 
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Species Resistance to the Development of Atherosclerosis 


MICHAEL J. CARVER, PH.D., CLARENCE A. MCWHORTER, M.D., 
HERBERT P. JACOBI, PH.D., and JACKSON A. SMITH, M.D. 


As a part of an overall program of funda- 
mental and clinical research on atherosclero- 
sis, the problem of species resistance to this 
condition was considered. Clinically these 
patients are of particular concern because 
of the increasing number of admissions to 
state mental hospitals with a diagnosis of 
chronic brain syndrome associated with cer- 
ebral arteriosclerosis. Of basic interest are 
the reports of numerous unsuccessful at- 
tempts to produce atherosclerosis in the rat, 
and the finding that in those in which lipid 
deposition was accomplished, there was ap- 
parently little resemblance to human athero- 
sclerosis. 

As pointed out by Wissler' there are seem- 
ingly a number of advantages in using the 
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rat as an experimental animal in the study 
of atherosclerosis: the similarity of nutri- 
tional requirements to those of man, the 
short life span, small size and availability, 
all contribute to its potential experimental 
value. However, the most interesting con- 
sideration in the use of the rat is in over- 
coming its resistance to the development of 
atherosclerosis in the hope that an under- 
standing of this resistance may find appli- 
cation in the further clarification of the dis- 
ease process in humans. 

A recent article on a study done in Hol- 
land by Hoogerwerf et al.’ reported that a 
diet rich in cholesterol and vitamin D, (ac- 
tivated 7-dehydrocholesterol) would produce 
atherosclerosis in the rat. They also in- 
dicated that Vasolastine (a preparation ob- 
tained from the seeds of a mustard plant, 
crucifer) would prevent or reverse the ath- 
erosclerosis produced in rats by these dietary 
modifications. In view of the resistance of 
the rat to atherosclerosis, a new method for 
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producing it experimentally in this species 
deserves careful study. The work described 
herein is an attempt to repreduce the results 
of Hoogerwerf. These studies are prelim- 
inary to a clinical evaluation of the prepa- 
ration which reportedly mobilizes the choles- 
terol deposits in atheromatous plaques. 


Method 


Twenty-four rats were divided into three 
groups (A, B & C). Groups B and C were 
fed synthetic diets high in cholesterol as ex- 
plained in Table I. The food was given ad 
libitum, and periodic weight checks during 
the experiment revealed no differences be- 
tween the groups. 


TABLE I 


GROUP A—Basal Diet, 
GROUP B—Basal diet plus 4°7 cholesterol* U.S.P. 
GROUP C—Basal diet plus cholesterol* U.S.P. 
plus vitamin D..** 
*Cholesterol added at the expense of glucose. 
**Vitamin D* added in corn oil. (6 mg./kg. ration.) 


BASAL DIET—70.8% glucose; 18% casein; 5% 
corn oil; 4° Wesson salt mixture; 2.2°% vitamin 
fortification mixture. 


Vitamin Diet Fortification Mixture—A mixture of 
the following vitamins triturated in glucose (ex- 
pressed in g./kg. vitamin fortification mixture): 


Vitamin A (200,000 u/g) 4.5 g; Vitamin D (400,- 
000 u/g) .25; Alpha tocopherol 5.0 g; Ascorbic 
acid 45.0 g; Inositol 5.0 g; Choline Choride 75.0 g; 
Menadione 2.25 g; p-Aminobenzoic Acid 5.0 g; 
Niacin 4.5 g; Riboflavin 1.0 g; Pyrodoxine hydro- 
chloride 1.0 g; Thiamin hydrochloride 1.0 g; Cal- 
cium pantothenate 3.0 g; Biotin 20 mg; Folic 
acid 90 mg; Vitamin B,, 1.35 mg. 


Five months later the animals were sacri- 
ficed. Total liver lipid was determined by 
extracting the dried pulverized livers with 
chloroform for 24 hours using the soxhlet 
apparatus. The chloroform extract was 
evaporated to dryness and the residue 
weighed. Results are presented in Table II. 
Serum cholesterol values as determined by 
the method of Zak et al.‘ indicated higher 
levels in the cholesterol fed groups. 
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TABLE II 
Total Liver Lipid (% of dry wt.) 
Resulis 


Gross and microscopic examinations of the 
blood vessels in all groups revealed no evi- 
dence of plaque formation. Groups B and C 
showed typical fatty livers. It is interest- 
ing to speculate on the failure of these ex- 
periments to reproduce the results of Hoo- 
gerwerf. One possible explanation lies in 
the differences between the diets employed 
in the two studies. Hoogerwerf employed a 
commercial rat food to which cholesterol 
and oil solution of vitamin D, (Vigantol) 
were added. Since these together comprised 
9.5 per cent of the ration, the content of one 
or more essential dietary factors could have 
been reduced to critically low levels by their 
addition. Thus Hoogerwerf may have pro- 
duced a “deficiency state” which when ac- 
companied by a high intake of cholesterol 
and vitamin D, resulted in atherosclerosis. 
The fact that a diet adequate in all essential 
nutrients, such as we employed, failed to 
produce atherosclerosis even though choles- 
terol and vitamin D, were present in concen- 
trations equal to those employed by Hooger- 
werf, would lend credence to this view. 

Further experiments are in progress in an 
attempt to repeat Hoogerwerf’s observa- 
tions. A clinical evaluation of Vasolastine 
is also being undertaken. 
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Appraisal of Failures with CO2 Therapy 


JOHN D. MORIARTY, M.D. 


Since carbon dioxide inhalation therapy 
for different types of neuropsychiatric dis- 
orders was first described by Meduna in 
1947, a large body of published experiences 
has appeared in the literature. This should 
permit some worthwhile appraisal of the 
problem of treatment failures with this tech- 
nique. According to Meduna' the composite 
results of different investigators the world 
over seem to correspond very closely with 
his own experiences—namely, that about 
68% of patients treated by this method show 
a satisfactory degree of improvement. The 
range of successful results varied from about 
35% to 85%, depending on the type of pa- 
tients and the skill or enthusiasm or both of 
the various therapists, but the average was 
strikingly similar to the overall percentage 
of Meduna’s results. It is my present pur- 
pose to investigate some of the causes of 
failure of improvement in the remaining 
30% to 35% of the patients. The analysis 
is based on office treatment of over 700 pa- 
tients and a total of approximately 25,000 
CO. treatments, covering a nine-year period. 


Importance of Patient Selection—Clinical 
Criteria 


In general, as in my experience,*’ it seems 
well established that neuroses and psycho- 
somatic afflictions constitute the most favor- 
able group for CO. therapy. For the most 
part, the major psychoses and the severe 
compulsive obsessive states are refractory 
to this method of treatment. Whether so- 
ciopaths can be helped by the CO, treatment 
remains to be determined, although it would 
seem that some of their somatization reac- 
tions can be favorably influenced. Since the 
field of neuroses and psychosomatic disor- 
ders is tremendously broad, further exami- 
nation of clinical criteria in these illnesses is 
in order. One of the paradoxical features 
of the problem is that patients showing a 
lot of anxiety are generally suitable for CO. 


Presented at the CO, Symposium at the One Hun- 
dred and Thirteenth Annual Meeting of the Ameri- 
can Psychiatric Association, May 16, 1957, Chicago, 
Illinois. 


treatment but at the same time require the 
most skillful handling. In some patients 
who seem clinically suitable the anxiety is of 
such an explosive quality that the patient 
may show temporary clinical worsening de- 
spite treatment in skilled and experienced 
hands. Should the treatment be continued 
despite mounting anxiety in these individ- 
uals, there is the danger in an occasional 
case of a psychotic break. The experienced 
clinician will of course ordinarily change the 
treatment before this complication devel- 
ops. However, in the meantime the patient 
may become so disturbed by the feelings 
that are released by the gas treatments that 
he will prematurely discontinue therapy, 
thereby bringing about what must be listed 
as a treatment failure. 


A second category of patients who may 
be difficult to treat with CO, therapy are 
those with rigid character structure. In 
these patients their emotional conflicts seem 
to be so deeply buried and the inhibiting de- 
fenses seem to be so fixed that the course of 
therapy may be relatively prolonged. Un- 
less both the patient and the treating physi- 
cian understand the type of problem in- 
volved, the patient tends to become discour- 
aged and to terminate treatment. On the 
other hand, as Wilcox‘ has pointed out, this 
degree of rigidity may require a shift to 
some other form of physiodynamic proce- 
dure, such as non-convulsive electrostimula- 
tion (ESnc), in order to “break the log jam.” 


Inflexibility of the Technique of 
Administering the Gas 


In my experience there is considerable va- 
riation in the way patients respond to the 
gas treatment, so that the technique must be 
varied on a trial and error basis. Some pa- 
tients show a favorable response to the orig- 
inal Meduna multiple breath technique, us- 
ing 30% carbon dioxide and 70% oxygen. In 
other patients this technique produces much 
anxiety and uncomfortable physical sensa- 
tions, but when the patient is shifted to ni- 
trous oxide induction he takes the treatment 
smoothly. Other patients wake from the 
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multiple breath procedure, with or without 
nitrous oxide induction, and still feel tense. 
In these individuals it is surprising how ef- 
fective the technique of “after-whiffs” is in 
reducing or eliminating the residual tension. 
In general we have developed the rule that 
when the patient’s reaction to the gas treat- 
ment is so disturbing to him that he requires 
some external restraint, then a shift in the 
procedure must be instituted in order to re- 
duce his unpleasant reaction. 


Predictability by the Epinephrine-Mecholyl 
Test (Funkenstein Test) 


In addition to the usual clinical considera- 
tions, employment of the Funkenstein test 
may substantially increase the predictability 
of the response to CO. therapy. For details 
of the methodology, the theory, and certain 
ramifications of the test, the reader is re- 
ferred to a group of references by the Har- 
vard investigators.*-’ Bhiefly, it may be re- 
called, that Funkenstein and his co-workers 
demonstrated that irrespective of diagnosis 
patients who showed a sustained hypotensive 
effect following the injection of mecholyl 
statistically were by far the most favorable 
for electroconvulsive treatment (ECT), 
whereas those who compensated or over- 
compensated for the hypotensive effect of 
mecholyl showed a poor prognosis with ECT. 

Until more recently, however, correlations 
with other modalities of physiodynamic 
treatment, especially CO. therapy, had not 
been worked out. In my experience with 
over 200 patients treated with CO. therapy, 
on whom a Funkenstein test had first been 
performed, the indications rather clearly 
stand out. My data, reported elsewhere,'’ 
indicate that CO. therapy and ECT bear a 
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reciprocal relationship to each other, so that 
patients with autonomic nervous system re- 
action patterns on the epinephrine-mecholyl 
test indicating a favorable response for ECT 
will show an unfavorable response with CO, 
therapy and vice versa. These studies can 
be summarized as follows: 

1. Patients overcompensating for the hy- 
potensive effect of mecholyl, with a rebound 
of systolic blood pressure above baseline, are 
the most favorable for CO, therapy (Fun- 
kenstein’s Groups I and IV). Figure I, A. 

2. Patients who show an initial hypoten- 
sive effect with mecholyl and then return to 
baseline and level off (Funkenstein’s Groups 
II and III) are often favorable for CO, treat- 
ment but show a less rapid response. Fig- 
ure I, B. 

3. Patients who fail to compensate for the 
hypotensive effect of mecholyl or show a 
chill (Funkenstein’s Groups VI and VII) 
while favorable for ECT are definitely unfa- 
vorable for carbon dioxide inhalation treat- 
ment. Figure I, C. 

4. In general patients who show anxiety 
precipitated by the injection of epinephrine 
are favorable for CO, treatments, whereas 
those showing anxiety precipitated by mech- 
olyl are probably unfavorable. As will be 
seen from the following illustrative case, 
these autonomic nervous system reaction 
patterns may be more significant in predict- 
ing the outcome with the gas treatment than 
are the clinical criteria. 


Illustrative Case 

M.W., a 38 year old accountant, was referred for 
psychiatric care because of a fairly well established 
anxiety neurosis of about 5 years’ duration. He had 
most of the usual symptoms, such as palpitation, 
cold sweats, fear of fainting, a sense of constric- 


Fig. 1. Illustrative Graphs. 
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tion in the chest, dry mouth, excessive tension in 
social situations, and a hyperventilation syndrome. 
As far as could be ascertained clinically, he was 
not depressed. In addition he had not ‘‘decompen- 
sated,” in that he had maintained a good employ- 
ment record and had carried on in spite of his symp- 
toms. He had gone to his family doctor for reas- 
surance and sedation and had had a couple of elec- 
trocardiograms for further reassurance. 


The past history revealed no frank neuropsychi- 
atric breakdown. As nearly as could be estimated 
clinically, this man was not tremendously handi- 
capped by his illness and seemed to have fairly 
good “ego strength.” 

According to usual criteria he seemed to be a 
favorable candidate for carbon dioxide treatment. 
This clinical impression was strengthened by three 
exploratory psychotherapeutic interviews. 


However, when the patient was given the Fun- 
kenstein test before starting treatment, I was 
greatly surprised to discover the unsuspected de- 
gree of autonomic nervous system imbalance which 
showed up. Thus he showed anxiety precipitated 
both by epinephrine and by mecholyl and in addi- 
tion showed a chill on the mecholyl portion of the 
test, which lasted from the eleventh to the eight- 
eenth minute. This placed the patient in Funken- 
stein’s Group VII, with anxiety precipitated by both 
drugs in addition. 

Nevertheless, because the clinical indications 
seemed so clear-cut I started the patient on CO, 
treatment, using the conventional multiple breath 
technique. I took him only to a very light level of 
anesthesia, with 22 inhalations of the 30-70 mixture. 
However, he thrashed about on the couch and after 
treatment reported that he felt “quite stirred up.” 
He also expressed a strong aversion to the feeling 
of air-hunger, and felt that he was choking. Ac- 
cordingly, the next treatment I used nitrous oxide 
induction, which gave a smoother effect during the 
going-under phase, but after treatment the patient 
again stated that he felt stirred up and was both- 
ered by feelings of unreality. He called the next 
day to report that he felt a sharp increase in his 
tension and the additional disturbing feature of 
feelings of unreality. This patient did not return 
for further therapy and must of course be consid- 
ered a CO, treatment failure. In retrospect, his 
autonomic nervous system reaction pattern was dis- 
tinctly unfavorable for this form of therapy, but 
at that time I did not realize how unfavorable it 
was. 

Later experience has confirmed that patients in 
Groups VI and VII do not do well with the CO, 
treatment—even though the clinical indications may 
be favorable. I have treated with less unfavorable 
results a few patients who showed a tendency to- 
wards Group VI, with only a moderate hypotensive 
effect with mecholyl (and of course without a chill). 
In these patients, profiting from earlier experience, 
I have used a mixture of nitrous oxide and 30% 
carbon dioxide in oxygen—half and half—so as to 
give an estimated percentage of CO, of about 15%. 
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With cautious handling, some of these patients have 
shown gradual improvement, but it is still my im- 
pression that as a group they are unfavorable for 
any form of CO, treatment. Often depression be- 
comes more overt, and a shift to ECT is required 
for good results. 


Correlation of Funkenstein Test and 
Results of CO, Therapy 


A previously reported study’ of a consec- 
utive series of 74 patients given CO, therapy 
after first having had a Funkenstein test re- 
vealed interesting correlations as shown in 
the following tables. When the relation- 
ships were subjected to statistical analysis, 
the significance was found to be high, with 
“py” being less than .001. 

The following detailed break-down of re- 
sults is shown in Table I. 


TABLE I 

Results of CO, Therapy 

82 $2 we 

F k st i =) 3) 

eS a, 16 11 5 0 2 1 
23 6 14 3 2 3 
eee 16 4 10 2 3 0 
12 0 5 7 4 7 
7 0 1 6 0 4 
ens 74 21 35 18 11 15 


X2=38.75; p<.001 


For simplification the results may be con- 
solidated, so that the Funkenstein groupings 
are combined according to their neurophysio- 
logic significance and the results of treat- 
ment are scored as either “improved” or “not 
improved,” as shown in Table II. 


TABLE II 
Results of CO, Therapy 
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Since the responses described on the Fun- 
kenstein test are admittedly grouped in a 
somewhat arbitrary way and since in an in- 
dividual case classification may be difficult, 
it was decided to determine the mean curves 
of all the actual systolic blood pressure read- 
ings on the mecholy] portion of the test, sep- 
arated into three groups based on the clini- 
cal classification of improvement following 
CO. therapy—namely, “2 plus” improve- 
ment, “1 plus” improvement, and ‘‘zero”’ re- 
spectively. Then the curves were superim- 
posed, starting out with zero as the baseline, 
so that deviations above and below baseline 
could be readily compared at each time in- 
terval during the 25 minutes of the test. In- 
spection and analysis of the mean reaction 
curves (see graph) reveal that with the 
number of patients involved the curves are 
not significantly different as to shape. There- 
fore, the only question to be determined is 
whether the levels of these curves are sig- 
nificantly different. Using a method sug- 
gested by E. F. Lindquist,"' it was found by 
analysis by “t’” tests that the levels of the 
three differed markedly. As between the 
“1 plus” group and the “zero” group “p” is 
less than .001. As between the “plus” group 
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and the “2 plus” group “‘p” is less than .01. 
Even more marked differences of course ex- 
ist between the “zero” group and the ‘2 
plus” group. 


Psychotherapy Accompanying CO. 
Therapy 

To sum up briefly, it would seem that quite 
a few of the failures reported by different 
therapists would indicate that either insuffi- 
cient psychotherapy or an inappropriate 
form has been administered along with the 
gas treatment. It should be obvious that 
this form of physiodynamic therapy mobi- 
lizes repressed feelings much more rapidly 
(and sometimes more explosively) than psy- 
chotherapy alone. Successful therapeutic 
management may depend on proper use of 
supportive psychotherapy, to tide the pa- 
tient over the rough spots, so to speak. 

In other cases, a more probing type of psy- 
chotherapy may be useful to overcome rut 
mechanisms—that is, reaction patterns 
which tend to repeat themselves over and 
over with each gas treatment. The psycho- 
penetration techniques of Wilcox are useful 
in this respect, as are other drastically modi- 
fied forms of analytic psychotherapy. The 
amount of psychotherapy that is required 
varies tremendously from one _ individual 
case to another, and it also partly depends 
on the physician’s orientation. 


The Anxiety of the Therapist 

From my teaching experience with resi- 
dent psychiatrists at the Veterans Hospital 
learning CO, treatment and from my discus- 
sions with more experienced therapists in 
the field, I have derived the impression that 
some of the less successful outcomes with 
this form of treatment have resulted from 
anxiety and uncertainty on the part of the 
treating physician. When the gas treatment 
mobilizes highly unpleasant feelings, the 
physician automatically tends to feel im- 
pelled to allay the anxiety as quickly as pos- 
sible. Or if the patient shows a rage reac- 
tion and/or comes out with strongly hostile 
feelings towards the physician, such may 
pose a problem for the latter as well as for 
the patient. 

Part of this difficulty can of course be re- 
solved by the physician’s acquiring greater 
experience with the administration of the 
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treatment and with all the modifications de- 
signed to reduce the explosive quality of 
some of the abreactions. On the other hand, 
it seems to me that in some cases the phy- 
sician views the CO, treatment, whether con- 
sciously or unconsciously, as a rather magi- 
cal technique of which both he and the pa- 
tient are in some awe. In any event, some 
personal experience with CO, therapy ad- 
ministered by a competent physician may be 
very useful in resolving the anxiety of the 
neophyte in the giving of this relatively new 
modality of psychiatric treatment. After 
the psychiatrist learning the treatment has 
experienced many of the different subjec- 
tive reaction himself, he is in a much better 
position to deal with them in his patients 
and to explain meaningfully the type of re- 
sponse that may occur. In passing I should 
like to point out the contrast between this 
personal experience for the psychiatrist as 
contrasted with the diadactic psychoanaly- 
sis, in that in the CO, treatments indoctrina- 
tion is absent and suggestion is minimal, His 
reactions do not depend upon the orienta- 
tion of his analyst. 


Non-Convulsive Electro-Stimulation for 
Mounting Tension 


A final word may be added—namely, that 
even in those patients that show favorable 
clinical criteria and a favorable Funkenstein 
test picture, tension at some stage of the 
picture may mount to disturbing proportions. 
This may be handled, as previously de- 
scribed, by a variation of the chemical tech- 
nique and by appropriate psychotherapy. 
However, when these measures fail, it is my 
experience, like Wilcox’s, that shifting to 
non-convulsive electro-cerebral stimulation 
is of great value. Sometimes 3 or 4 non-con- 
vulsive stimulations may break the log jam 
and permit then a return to CO, therapy, 
with milder reactions subsequently resulting. 

Of course if depression rather than mount- 
ing anxiety makes its appearance, then the 
Funkenstein test may be rechecked to see 
whether the patient has moved into Group 
VI or VII. In such type of autonomic ner- 
vous system reaction, or in the case of a 
suspected endogenous depression, electro- 
convulsive therapy may be required at that 
stage. I treated one patient who had a 
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chronic anxiety state with certain psycho- 
somatic afflictions like severe migraine and 
dysmenorrhea but also intercurrent periods 
of depression. On the Funkenstein test she 
showed a Group I response, with overcom- 
pensation to mecholyl, but she also showed 
anxiety precipitated by both drugs. She 
started out favorably on the CO, treatment 
as far as the anxiety state was concerned, 
but 6 weeks later an intercurrent depression 
required 4 electro-convulsive treatments to 
clear the barrier. After that she was re- 
turned to CO, treatment and made a very 
satisfactory recovery. 


Summary 


The majority of investigators, including 
the author, report about 30 to 35% failures 
with CO, therapy. Investigation of a se- 
ries of 700 patients receiving a total of ap- 
proximately 25,000 carbon dioxide treat- 
ments during the past 9 years reveals cer- 
tain factors involved in the unsuccessful re- 
sults. 

These include: (1) selection of clinically 
unsuitable cases, criteria for which are dis- 
cussed; (2) inflexibility of treatment tech- 
nique; (3) mishandling of abreactions dur- 
ing and immediately following treatment; 
and (4) inappropriate forms of concurrent 
psychotherapy. 

Moreover, the epinephrine-mecholyl test 
(Funkenstein test) has high predictive 
value. Patients who compensate inade- 
quately to the hypotensive effect of mecho- 
lyl (Groups VI and VII) are almost always 
unsuitable for CO, therapy, whatever the 
clinical indications. Whereas patients who 
overcompensate to mecholyl and patients 
who show anxiety precipitated by epineph- 
rine are the most suitable. 
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Chronic Patients’ Comments about Their 


Tranquilizing Medication 


B. J. BOLIN 


The numerous published studies of the ef- 
fects of the so-called tranquilizing drugs on 
psychiatric patients have, for the most part, 
been concerned with behavioral and physio- 
logical changes. Priority of these features 
of the problem has left certain other areas 
relatively unexplored. Mental patients’ sub- 
jective reactions to the medication is one of 
these. 


Sarwer-Foner and Ogle,’ in an intensive, 
year-long investigation of these drugs, de- 
voted much attention to the subjective ef- 
fects in question. These investigators report 
that 14 of their 90 cases illustrate the pro- 
duction of psychosis, of further psychotic 
disintegration, or of enhanced anxiety dur- 
ing treatment with reserpine and chlorprom- 
azine. They go on to describe the patients’ 
subjective experience and the psychodynam- 
ics involved in such experience. 


Persons working with mental hospital pa- 
tients encounter reports ranging from grate- 
ful praise for the relief the drugs afford to 
complaints that the medication causes in- 
tense discomfort. So, with the hope of gain- 
ing some useful and interesting information, 
we undertook a survey of the opinions of 
chronic patients concerning the effects of 
their medication. Although these opinions 
are bound to reflect distortions of perception 
and interpretation, they may be accepted as 
reflecting the patients’ subjective experi- 
ence, which for them is real. Moreover, psy- 
chosis seems seldom to eliminate the ability 


From Central State Hospital, Lakeland, Kentucky. 


to discriminate between agreeable and dis- 
agreeable states. 

The 100 subjects, 52 men and 48 women, 
had been diagnosed as follows: schizophre- 
nia, 64; chronic brain syndrome, with psy- 
chosis, 23; mental deficiency, with psycho- 
sis, 7; involutional psychosis, 3; manic-de- 
pressive psychosis, 2; and paranoid condi- 
tion, 1. Their ages ranged from 21 to 76 
years, with a mean of 49.9. They had been 
on hospitalized status an average of 8.7 
years since last (present) admission. 

For at least three weeks, generally for 
many months, the patients had been receiv- 
ing the medication. Of the group 34 were 
on chlorpromazine, 46 on reserpine, 19 on 
both of these drugs, and one patient was re- 
ceiving Frenquel. The daily dose of chlor- 
promazine ranged from 100 mg. to 500 mg., 
orally with a mean of 137.5 mg. The reser- 
pine dose ranged from 1 mg. to 8 mg., with 
an average of 1.8 mg. daily, while 20 mg. 
was the daily oral dose of Frenquel. 

Interviewing the patients individually, we 
asked the following questions: (a) “How do 
you feel?”; (b) “Are you taking medi- 
cine?”’; (c) “How does it make you feel?” 
and (d) “Would you rather take it or not?” 
We encouraged amplification of replies as 
needed by asking such questions as “How 
do you mean?” 

Because many patients attributed both 
agreeable and disagreeable effects to their 
medication, we had to evaluate responses as 
a whole in order properly to decide the pre- 
dominating sentiment. Patients reporting 
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more agreeable than disagreeable effects 
were counted in the agreeable category, 
while those reporting more disagreeable 
than agreeable effects were placed in the 
opposite category. 

In these proportions, the patients reported 
reactions as follows: (predominantly) agree- 
able, 31 per cent; disagreeable, 24 per cent; 
no change, 24 per cent. The remaining 21 
patients gave answers too equivocal or too 
inconsistent to justify placing them in any 
of the foregoing classes. Patients most often 
mentioned these as beneficial effects, in 
order of frequency: reduced nervousness, 
tenseness, or restlessness; improved sleep; 
improved bowel function; and improved ap- 
petite. In this order, the disagreeable ef- 
fects mentioned most often were: ‘drunk’’ 
or dizzy; feeling tired, listless, or “droopy’”’; 
and motor difficulty. 

The numerous pertinent studies document 
the improvement in ward behavior produced 
by the drugs under consideration. Our data 
are interesting in that they imply rather 
frequent disparity between the objective and 
the subjective effects of the medicication— 
at least in chronic patients. One source of 
such disparity of course lies in the psy- 
chotic’s impairment of perception, judgment, 
etc. Still, his subjective experience is real 
for him, Patients reporting no effects may 
have been so dulled by their illness as to be 
insensitive to actual changes. Certain pa- 
tients with awareness of limited remaining 
capabilities may dislike further curtailment 
of drive or activity. 

Sarwer-Foner and Ogle report that the 
physiological effects of the drugs—“holding 
down” the patient, making him feel weak, 
tired and anergic—resulted in undesirable 
psychological effects in some of their sub- 
jects. They found curtailment of activity to 
be threatening to these patients, who re- 
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vealed fear of increased passivity, fear of 
impaired body functions or body image 
change, or who interpreted the physiological 
effects as assault. 

One of our schizophrenic patients, for- 
merly almost completely withdrawn and 
mute, now begs to have the medication dis- 
continued. While now active and communi- 
cative (and revealing evidence of her very 
high original intelligence), she now insists 
that she is troubled by nervousness, restless- 
ness, insomnia, and various distressing 
thoughts and sensations. None of these, she 
maintains, bothered her much before her 
present treatment. 


Evidently, such a patient prefers the 
greatly curtailed awareness imposed by that 
kind of psychosis to greater involvement 
with the world and the psychotic symptoms. 
The relatively serene state reached by some 
chronic patients may represent fairly suc- 
cessful or fortunate adaptive changes to the 
conditions of psychosis, Appreciable altera- 
tion of the equilibrium in such patients con- 
ceivably could increase rather than decrease 
discomfort. 


Sumzmary 


One hundred chronic, hospitalized mental 
patients gave their impression of the effects 
of their tranquilizing medication. They re- 
ported subjective effects as follows: (pre- 
dominantly) agreeable, 31 per cent; dis- 
agreeable, 24 per cent; no change, 24 per 
cent, with 21 of the subjects giving reports 
too equivocal or inconsistent to justify defi- 
nite classification. These findings and other 
observations are discussed briefly. 
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Effects of Chlorpromazine on the Blood Presure Reactions 


of Healthy Subjects Following Mecholyl 


GEORGE A. BRAY, M.D., and DANIEL H. FUNKENSTEIN, M.D. 


Within the last few years many papers 
have appeared in the literature describing 
the use of chlorpromazine in the treatment 
of mental Although there 
is considerable difference of opinion as to 
the exact indications for therapy, it is gen- 
erally agreed that it is more effective in 
cases in which agitation and tension predom- 
inate than in those who are depressed. More- 
over, chlorpromazine has even been reported 
to precipitate depressions when used in apa- 
thetic quiet patients..° Funkenstein et al.° 
have shown that the blood pressure drop fol- 
lowing an intramuscular injection of acetyl- 
beta methylcholine is more prolonged in de- 
pressed patients than in psychotic patients 
without depressive symptoms or in normals. 
Following recovery from the depression, the 
response to mecholyl shifts toward normal 
(i.e., a shorter hypotensive response to 
mecholyl). 

With this in mind, we have investigated 
the influence of Thorazine on the blood pres- 
sure response to an intramuscular injection 
of mecholyl of healthy subjects. We have 
simultaneously measured psychological vari- 
ables in an attempt to correlate psychologi- 
cal and physiological responses. 


Methods 


Fifteen healthy college students as deter- 
mined by physical examination served as the 
subjects for this experiment on a voluntary 
basis. Their ages ranged from 18-28 with 
the majority being in their early twenties. 
They were all enrolled in one of several lo- 
cal colleges. 

During the first visit to the laboratory, 
each subject underwent the following: 

1. A routine medical history and physical 
examination. 

2. A battery of psychological tests. 

3. A Cold-Pressor test designed to acqu- 
aint the subject with the test procedures and 
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apparatus to be used. The procedure con- 
sisted of first establishing basal conditions 
which was accomplished on every visit to 
the laboratory by having the subject lie qui- 
etly on a wooden table for twenty minutes 
or until his blood pressure and pulse were 
stable for three consecutive five-minute pe- 
riods. At this time a baseline reading was 
taken on the ballistocardiograph. This con- 
sisted of a Sanborn light source mounted 
across the lower legs and a Sanborn photo- 
electric cell which is recorded on a General 
Electric DWB cardiograph. After the base- 
line had been determined, the subject im- 
mersed his hand in water at 4° centigrade 
for one minute while his blood pressure, 
pulse and ballistocardiogram were taken at 
thirty-second intervals for the next five min- 
utes. 

On subsequent visits the subjects under- 
went the following: 

1. The subject was rested on a wooden 
table until basal conditions of blood pressure 
were achieved and then a ballistocardiogram 
was taken. 

2. An intramuscular injection of mecholyl 
(10 mgm) was given. Blood pressure, pulse, 
and ballistocardiogram were recorded every 
thirty seconds for five minutes and then 
every two or three minutes until the blood 
pressure had returned to the baseline. 

3. Thirty minutes after the initial injec- 
tion of mecholy] either a placebo or 50 mgm 
of Thorazine (identical tablets) was given 
to the subject by mouth with water. Dur- 
ing the next hour he rested on the table. 

4. Following an hour to allow absorption, 
the injection of mecholyl was repeated and 
blood pressure, pulse and _ ballistocardio- 
gram recorded in the same manner as before 
the tablet. 

The hypotensive response to mecholyl was 
graphed in such a way that one sheet of pa- 
per contained the responses on the day when 
the placebo was given and the other sheet 
the responses on the day when the Thora- 
zine was given. 
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Results 


The following graphs show the results of 
a typical experiment (Figure 1): 

The differences in area, maximum fall and 
duration of time required for the systolic 
blood pressure to return to the presystolic 


TABLE I 

Subject Area Fall “ Time 
a. — 48 — 97 —100 
2. 35 —108 18 
3. 33 rhe 14 
4. 206 57 130 
5. 55 60 — 15 
6. — 67 29 — 26 
ae 380 — 21 140 
8. 68 46 — 38 
o; — 18 — 21 — 1 
10. 87 25 88 
a — 14 22 — 3 
a2. 292 54 — 61 
13. 248 61 67 
14. 85 — 14 67 
15. 130 105 0 
1472 275 688 

1S 0.01 Not Sig- 0.05 

nificant 


The differences in the Mecholyl blood pressure re- 
action following a placebo and following 50 mg of 
Thorazine. For definitions of area, fall and time 
see Funkenstein, Greenblatt and Solomon. 


FPLACEE® THORAZINE 


DISEASES OF THE NERVOUS SYSTEM 


15 5 10 

Figure 1. The differences in the Mecholyl blood 
pressure reaction following a placebo and following 
50 mg of Thorazine in a typical case. It can be 
noted that the blood pressure reaction is essentially 
the same following the placebo, but following Thor- 
azine there is a significant increase in the “area” 
under the curve, and the “time” at which the blood 
pressure returns io the pre-injection level. 
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level were all measured and then converted 
into percentages of change over the initial 
response to mecholyl. These percentage 
changes and the “t” test for their signifi- 
cance is shown in Table I. It can be seen 
that both the percentage change in area and 
time required to return to the baseline are 
significant whereas the percentage fall is 
not. 


Discussion 


Any attempt to understand the influence 
of chlorpromazine upon the hypotensive ac- 
tion of mecholyl requires first of all some 
understanding of the way in which mecholyl 
influences the blood pressure. Funkenstein 
et al.** studied the effect of mecholyl and 
epinephrine on a number of hospitalized 
mental patients, and were able to divide the 
responses into seven groups. In this study 
of mentally ill patients, a hypotensive re- 
sponse lasting more than 25 minutes was 
found to have a highly favorable prognosis 
in response to electroshock therapy (34% 
improvement with group II-III and 88.8- 
96.9% improvement for group VI-VII). Sub- 
sequent work has been done using mecholyl 
alone, dividing the patients into two groups. 
Again there were highly different responses 
to therapeutic measures. Thus, clinical im- 
provement is more often associated with a 
prolonged hypotensive response to mecholyl 
when electroshock therapy is used than 
when there is only a brief hypotensive re- 
sponse. This prognostic correlation has 
been recently confirmed by Pasquerelli et al.‘ 
who find that the significant variable is the 
response to mecholyl and that the induction 
of anxiety with epinephrine has less signifi- 
cance, 


Subsequent studies by Funkenstein*’ have 
provided some evidence about the mecha- 
nism of mecholyl hypotension. Intravenous 
infusions of epinephrine or nor-epinephrine 
were given to ten normotensive college 
males, on successive days. Mecholyl ten 
milligrams intramuscularly was given after 
the blood pressure had been raised 25% 
above its baseline readings and stabilized 
there. With the epinephrine infusion the 
hypotensive response to mecholyl lasted 
more than 25 minutes while with the nor- 
epinephrine infusion the hypotensive re- 
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sponse in the same individual was less than 
25 minutes. Thus, one explanation for the 
hypotensive response to mecholyl might be 
framed in terms of the amount of epineph- 
rine in the circulation. The more epineph- 
rine there is in the circulation, the greater 
would be the response to mecholyl. Since 
epinephrine in man comes mainly from the 
adrenal medulla, this would mean an in- 
crease in adrenal activity. Similarly in those 
individuals in whom the response to mecho- 
lyl was only brief, the amount of epineph- 
rine released would be small, or conversely, 
the amount of nor-epinephrine released 
through activation of the sympathetic ner- 
vous system great. 

Recent work from two laboratories has 
tended to support these conclusions. El- 
madjian et al.” showed that people in ag- 
gressive situations (hockey players) had a 
highly significant increase in their urinary 
output of nor-epinephrine while those in an- 
ticipatory situations (patients before psy- 
chiatric interviews and a hockey coach) had 
a significantly greater rise in epinephrine 
than in nor-epinephrine. Thus urinary levels 
of epinephrine and nor-epinephrine can be 
correlated with psychological reaction of the 
individual. Zuidema et al.'* studied nor-epi- 
nephrine and epinephrine excretion after 
giving subjects methacholine and subjecting 
them to gravitational influences in the hu- 
man centrifuge. Those individuals who had 
a prolonged hypotensive response to mecho- 
lyl showed marked increases in their uri- 
nary epinephrine following the test as com- 
pared with those who had only a brief re- 
sponse to mecholyl. The group with the 
slight hypotensive or hypertensive response 
to mecholyl, on the other hand, showed an 
increase in the nor-epinephrine fraction in 
their urine following the test. In the body 
centrifuge, those with the highest blackout 
tolerance had the greatest increases in nor- 
epinephrine in their urine. From this the 
authors concluded that the ability to with- 
stand cardiovascular stress depends pri- 
marily upon the amount of circulating nor- 
epinephrine. 

Gellhorn® has reported a number of stud- 
ies on the action of mecholyl in cats. He has 
found that the rate at which the blood pres- 
sure returns to the baseline after giving 
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mecholyl is dependent on the response of the 
sympathetic nervous system. He does this 
by measuring the changes in blood pressure 
and the simultaneous contraction of the nic- 
titating membrance. Tetraethyl ammonium 
chloride, a ganglionic blocking agent, pro- 
longs the hypotensive response to mecholyl, 
and blocks contraction of the nictitating 
membrane. Similarly it was shown that 
lowering the level of barbiturate anesthesia 
or coagulating the posterior hypothalamus, 
both of which are methods of destroying the 
sympathetic centers in the hypothalamus, 
prolonged the hypotensive effect of mecholyl. 
On the other hand, strychnine or electrical 
stimulation of the hypothalamus increases 
the hypertensive rebound phenomenon after 
rapid blood pressure drop with mecholyl. 
From this work, the importance of the sym- 
pathetic nervous system and nor-epinephrine 
have been defined, but the role of the adrenal 
is less well defined. 

Perrera” in 1945 reported that five Addi- 
sonian patients had a much greater hypoten- 
sive response to mecholy] than did a normal 
group of ten individuals. There is no nota- 
tion in this work, however, of the duration 
of the fall which is the principal variable 
measured in the studies discussed above. 
Nonetheless, this work needs reinvestigat- 
ing to clearly define the role of the adrenal 
medulla in the response to mecholyl. 

The problem of formulating the effect of 
Thorazine on the hypotensive response to 
mecholyl is a difficult one. Studies on the 
way in which Thorazine and the other tran- 
quilizing drugs affect the central autonomic 
nervous system will undoubtedly shed light 
on this problem. On the basis of the work 
reported in this paper, the following picture 
may be drawn. Thorazine prolongs the hy- 
potensive response to mecholyl. A similar 
response is obtained by giving an intrave- 
nous infusion of epinephrine in humans and 
by depressing the hypothalamic sympathetic 
centers in cats. Similarly Thorazine is 
known to be a partial adrenergic blocking 
agent and thus to decrease sympathetic tone 
peripherally. One might therefore suspect 
that Thorazine inhibits the reactivity of the 
central sympathetic nervous system thus al- 
lowing a relative predominance of the para- 
sympathetic-epinephrine releasing centers. 
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However, on the basis of current informa- 
tion it is also equally possible that Thorazine 
might increase the reactivity of the para- 
sympathetic epinephrine releasing centers. 
Only further study will allow one to differ- 
entiate. 


Summary and Conclusions 


1. The effect of Thorazine on the hypoten- 
sive response to mecholyl has been studied 
in 15 healthy college males. 

2. Thorazine has been found to signifi- 
cantly increase the hypotensive response to 
mecholyl as compared with a placebo. The 
relation of this observation to other facts 
about mecholyl has been discussed and a 
tentative explanation offered. 


Authors’ Note: This research was accomplished 
under a grant from Smith, Kline and French Lab- 
oratories. 
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Use of Hydroxyzine in Neuropsychiatric States 


(A Preliminary Report) 


LEON M. SIMMS, M.D. 


Introduction 


A number of articles’ have appeared re- 
cently reporting numerous clinical applica- 
tions of hydroxyzine, a substance with the 
chemical structural formula shown below. 


Hydroxyzine hydrochloride. Systematic Chemical 
Name: 1-(p-chlorobenzyhydry]) -4-2- (2-hydroxyeth- 
oxy) ethyl diethylenediamine dihydrochloride. 


The primary pharmacological and medical 
interest in this compound centers around its 
ataraxic action. It appears to act uniquely 
in the promotion of a state of tranquility 
and peace of mind without concomitant loss 
of mental acuity and awareness. It is re- 
ported to remove excessiveness of reactiv- 
ity.” Its action allows emotionally disturbed 
individuals to recognize the stimuli or 
sources of the disturbance, to view them 
with objectivity, and to react to them in a 
normal, balanced manner. A description 
such as that just given for hydroxyzine will 
be recognized likewise as the description of 
a drug which should prove useful as an ad- 
junct to psychotherapy: that is, in the psy- 
chiatric treatment of selected cases exhibit- 
ing any of the numerous symptoms or groups 
of symptoms characteristic of disturbed 
emotional states. 

The successes reported by other clini- 
cians’ with hydroxyzine in the treatment 
of a variety of conditions for patients of all 
ages prompted us to test the drug as an ad- 
junct in the psychotherapy of neuropsychia- 
tric patients. 


Methods 


Our usual dosage in the present study was 
25 to 50 mg. t.i.d. This level was used fre- 
quently in previous studies and shown to be 
free of toxic symptoms, even upon continued 


usage for several months. In some cases 10 
mg. t.i.d. was the initial dosage, but usually 
was found insufficient. 

A total of 74 patients have been treated 
with hydroxyzine. All were adult patients 
seen in private psychiatric practice. The hy- 
droxyzine therapy upon such selected pa- 
tients was begun in August 1956; of the 74 
treated, 40 currently remain under therapy. 
All of the patients received psychotherapy 
concurrently with medication. All types of 
complaints given by the patients are listed 
in Table 1. They are of the same general 
nature as those listed in a previous study.” 
All of the patients selected for trial therapy 
fit into one of the seven categories listed in 
Table 2. 


Results 


The clinical effectiveness of hydroxyzine 
was of the same order as that seen for sev- 
eral of the other ataraxic substances. Es- 
pecially in the treatment of obsessive com- 
pulsives the effectiveness of hydroxyzine ap- 
peared to be definitely superior. Such pa- 
tients showed greater improvement than 
that seen from the use of previous ataraxic 
medications. 

Table 2 presents a summary of the results 
obtained from the use of hydroxyzine as an 
adjunct to psychotherapy. It may be seen 
that treatment of anxiety reaction, anxiety 
hysteria, obsessive compulsive syndrome, 
and alcoholism has yielded excellent results. 
Results with depressives, schizophrenic and 
manic depressives were unsatisfactory. The 
excellent results obtained with obsessive 
compulsives are illustrated by the three case 
histories given below. 


Case Histories 


Case +1—M.Z., a 39 year old white female first 
seen March 1947, complained of anxiety, insomnia, 
anorexia and domestic incompatibility. This pa- 
tient had developed symptom complexes such as 
compulsive hand-washing, compulsive inspection and 
rejection of all foods, and a compulsive inspection 
of all clothes before putting them on, to the point 
where any suggestion of hospitalization and em- 
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TABLE 1 
Symptoms Listed by Patients 

Nervousness Tremulousness 
Anxiety Palpitations 
Insomnia Intense Fear 
Restlessness Fatigue 
Moodiness and Irritability Inability to work 
Gastrointestinal disturbances Depression 

(belching, nausea, indiges- Dizziness 

tion, diarrhea) Alcoholism 


Headache Psychosomatic (bod- 


ily aches and pains) 


TABLE 2 
Results of Hydroxyzine Therapy 


= 2 

¢ 8 
Anxiety Reaction ...... 12 2 2 2 18 
Anxiety Hysteria ...... 16 2 3 3 24 
Obsessive Compulsive 6 2 2 3 13 
0 2 2 4 8 
AICOHOHSM: 2 0 0 0 2 
Schizophrenic ............ 0 0 0 a) 5 
Manic Depressive ...... 0 0 0 4 4 
74 
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ployment of physical therapies such as electroshock 
or insulin was rejected. She had always refused to 
take any medication. In August 1956, her mother, 
upon whom she had been hopelessly dependent, be- 
came ill with a coronary occlusion and for the first 
time she agreed to drug therapy. She was placed 
on hydroxyzine, 25 mg. q.i.d. and has remained on 
it ever since. Although her mother has improved 
and assumed many home functions, the anxiety of 
the patient has decreased, her ritualistic compulsive 
acts have diminished and living with her has be- 
come more tolerable. She is now able to do the 
home shopping, goes out alone, and shows a greater 
ability to socialize with neighbors. The patient 
has been on hydroxyzine for 9 months. 


Case #2—J.H., a 30 year old white male married 
and employed as a clerk, was first seen in August 
1956 because of severe anxiety, insomnia and a com- 
pulsive pre-occupation with suicidal fantasies. He 
had been a severe stutterer since age 8 and since 
age 19 had obtained some solace in heavy drinking. 
The patient was placed on hydroxyzine in gradually 
increasing doses until he was receiving 50 mg. t.i.d. 
He showed marked evidence of anxiety at the be- 
ginning, but then became progressively less anx- 
ious, less pre-occupied with his suicidal fantasies, 
and was able to reestablish satisfactory relation- 
ships at home. He continued his job during the 
entire treatment program, and his job efficiency 
and feeling of security have increased. His stut- 
tering has also shown marked improvement. 
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Case #3—M.G., a 55 year old white female was 
first seen in February 1956 following a course of 
electroshock therapy which had been given because 
of severe depressive reaction associated with sui- 
cidal ideas. When first seen, the patient complained 
of acute distress associated with obsessive frighten- 
ing thoughts which were associated with the “truth.” 
She related every incident which occurred back to 
other incidents and conversations with people, and 
would then decide whether or not they were tell- 
ing her the truth. Marked fear of losing her mind, 
anxiety, irritability, insomnia and anorexia were 
present. The patient was given hydroxyzine in Au- 
gust 1956 and was seen weekly for supportive psy- 
chotherapy. She was urged to work with her hus- 
band in an office, at which job she has been able 
to continue. There was marked lessening of anx- 
iety and distress and improvement in relating her 
associations with people concerning the “truth.” 
She has carried on with her job throughout the 
course of treatment and is still being seen on a reg- 
ular basis for psychotherapy and medication, which 
is given in doses of 25 mg. q.i.d. 


Discussion 


A striking feature noted in the present 
study of hydroxyzine concerned its efficacy 
in the treatment of patients with obsessive 
compulsive reactions. Very favorable re- 
sults were obtained in all thirteen cases 
treated in this study, including three cases 
of obesity where compulsive eating was of 
importance. These patients apparently were 
able to follow their diets and to lose weight 
without giving up early in the course of a 
rigorous dietary regimen. Based on expe- 
rience with previous drugs, the results ob- 
tained with hydroxyzine in the obsessive 
compulsives represent a marked advance. 

An improvement was noted in many of the 
psychosomatic symptoms such as epigastric 
distress, headaches, feelings of tension, ano- 
rexia and insomnia. The excellent results 
found in treating anxiety reactions include 
a number of varied syndromes characteristic 
of such conditions. Three patients with anx- 
iety hysteria who showed improvement in 
their mental condition were homosexuals. 
Two cases of anorexia nervosa were included 
in the test patients. Both showed improve- 
ment wherein their constant feeling of nau- 
sea was ameliorated. The depressives, schiz- 
ophrenics and manic depressives showed lit- 
tle or no change. The manic depressives, all 
of whom were in depressive phases, showed 
no improvement at all. These results agree 
with those of Ende,’® who found poor results 
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with hydroxyzine in the treatment of pa- 
tients diagnosed as suffering from melan- 
cholia and those classed as depressives. 


No serious side effects or drug idiosyncra- 
sies were noted in the 74 patients. There 
was no report of weakness or fatigue, no 
vertigo, no dermatitis, nasal congestion or 
cardiovascular side effects. Headaches were 
noted early in the treatment of six patients, 
but they were transient in nature and oc- 
curred only in the first two weeks of treat- 
ment. No one complained of motor restless- 
ness or visual disturbances, and all patients 
who drove cars continued to do so without 
difficulty. There was no depression of ap- 
petite; in fact, a majority of the patients 
reported an improved appetite. Those pa- 
tients who had listed insomnia as one of 
their symptoms (Table 1) uniformly showed 
marked improvement in this respect within 
two or three weeks. Twenty patients noted 
a mild dryness of the mouth; however, the 
symptom did not last nor was it in any case 
sufficiently marked to necessitate cessation 
of drug therapy. It is important to note 
that there were no symptoms of depersonal- 
ization or feelings of unreality noted by any 
of the patients as a result of hydroxyzine 
therapy. No interference with normal men- 
tal acuity was noted in any of the patients. 
All patients were ambulatory and those em- 
ployed were able to continue their work dur- 
ing the treatment period. 


Summary 


Excellent results were obtained in 74 pa- 
tients when hydroxyzine was administered 
as an adjunct in the psychiatric treatment 
of anxiety reactions, anxiety hysteria, obses- 
sive compulsive reactions and alcoholism. 
Especially gratifying results were obtained 
in the treatment of obsessive compulsives 
who frequently in the past had proven to be 
refractory to other modes of therapy. 
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These findings concur with those of other 
workers that hydroxyzine is not suitable for 
the therapy of depressed states nor for the 
numerous manifestations of schizophrenia. 


No side reactions of sufficient magnitude 
to warrant cessation of therapy were en- 
countered. The value of hydroxyzine lies in 
its amelioration of anxiety and tension with- 
out overtly or adversely affecting the auto- 
nomic nervous system. Patients receiving 
hydroxyzine (Atarax) became tractable and 
amenable to psychotherapy, since their men- 
tal faculties were in some instances restored 
and in no instance impaired. 


Author’s Note: Hydroxyzine used in this study is 
manufactured by Chas. Pfizer & Co., Inc., under the 
tradename Atarax. 
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A DRAWING COMPLETION TEST 


(An Interpretation of the Unconscious by a 
Projective Technique) 


FERRUCCIO DI CORI, M.D. 


Freud’s fundamental discovery is that many psy- 
chological functions of life may be understood and 
made accessible only if their unconscious motiva- 
tion is brought to the surface through a process 
of reconstruction. This unconscious process is usu- 
ally expressed through dreams, children’s play, fan- 
tasy, or neurotic and psychotic symptoms. At a 
primitive preverbal level the process becomes re- 
pressed during an incomplete maturation and, there- 
fore, brings apparent disharmony to an ill fitted 
personality. 

Projective techniques have been, during the last 
twenty years, a proving ground through which 
many aspects of the dynamics of the unconscious 
have found their proper investigation and solution. 
Projection, according to a Freudian concept, is a 
mechanism of defense. According to more recent 
concepts, it signifies all the reactions, expressions, 
feelings that the individual projects outside of him- 
self. Thus projective technique deals with several 
aspects of one’s personality, although it is the staff 
bearer of deep-seated drives. 

In this paper I present a test of a projective 
technique based on a drawing completion rationale 
which I found of interest, besides being an auxiliary 
weapon for diagnostic and therapeutic guidance. 


Administration of the Test 


The administration of the test consists of giving 
the subject a blank sheet on which six boxes of the 
same size are ruled. The first one labeled “Ego” 


second box, ‘““‘What I would like to do,” is completely 
blank. The third, “Home,” has a small rectangular 
box drawn in the right lower corner. In the fourth 
entitled ‘Friendship” two parallel lines are drawn 
in the upper left and right lower half. In the fifth 
box, “Stability,” a wavy line appears in the lower 
half; and in the last one, “Sex,” two lines are no- 
ticeable in the lower right corner, the outer slightly 
longer than the inner one. 

The patient is asked if he understands the mean- 
ing of the titles written on the margin of each of 
the squares. If necessary, interpretation of the cap- 
tions is made: i.e., ego is defined as “ego is your- 
self’; stability as “steadiness, firmness, balance,” 
etc. 

The patient is then asked to draw into each box 
an object which refers to the titles, and he is told: 


A. That this is not a drawing test, therefore, no 
artistic ability is required. 

B. That “the drawing is completely free.’’ The sub- 
ject is informed that the drawing can be ex- 
pressed and completed at any level of approach 
the performer chooses (abstract, concrete, styl- 
ized, etc.) 

C. That each drawing, however, must include what- 
ever mark is already found in the box. 

D. No time limit is set. 

If resistance is encountered, the patient is asked 
to repeat aloud the instructions given, to prove that 
he has thoroughly understood the technique which 
he is to follow. 


Rationale of the Test 

The rationale of the test is based on the fact that 
the patient is confronted with a sequence of six 
boxes which appear, at first glance, to be practi- 


contains a small dot in the upper left corner. The cally empty. The upper center box “what I would 
DIAGRAM 1 DIAGRAM 2 
3 
LINES 
HANDS LINES 
4 Q 
| 
FRICNOSHIP STABILITY SEX FRIENOSHIP STABILITY crx | | 


*Meeting of Feb. 6, 1957, held at New York University Medical School. 
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like to do” represents, at first, a wide empty space 
into which the patient can express anything he 
wishes. On either side: the “ego” on the left, and 
“home” on the right represent ‘‘mild” stress stimuli 
which, to a certain extent, should coerce the pa- 
tient either to express himself openly or to with- 
draw. 

In the No. 1 box (ego) the dot at the upper left 
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ego placed as high as possible and still kept within 
limitations. A similar provocative stimulus is found 
in box No. 3 where “home” is either a “box in which 
to seek refuge’ or a base from which to expand 
into a more satisfactory concept. 

In box No. 4 (friendship) a limitation is estab- 
lished by the double line at the margins of the 
square: from both sides the meaning is: help might 


is intended to represent an abstract concept of the come if you seek it and it will be given. The con- 
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cept of “stability” (box No. 5) is purportedly ex- 
pressed by a wavy line in which the curve is only 
slightly accentuated but “upsetting’”’ enough to pro- 
duce, at times, a feeling of instability. The last 


Clinical Material 

Of 150 patients who have taken this test 78% 
were classified as psychoneurosis (anxiety, charac- 
ter neurosis, situational reactions, homosexuality, 


square (box No. 6—sex) is intended to suggest in obsessive compulsive, etc.) and 22% as_ schizo- 


the simplest schematic fashion, a concept of “male 
and female.’’ Once the test is completed the pa- 


phrenic or schizo-affective disorders. 
The following are illustrative cases: 


tient is asked to semana and explain the concept Diagram 1. Form of drawing test. 
expressed by his drawings. Diagram 2. Frequency with which similar re- 
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Sponses are made. For instance the box “friend- 
ship” is characterized by hands or lines across in 
the greatest number of subjects. The box “sex” 
shows the least similarity and the greatest variety 
of responses. The arrows indicate a seeming cor- 
relation of constricted ego expression most com- 
monly associated with a meager or constricted sex- 
ual drawing. 


Diagram 3. A latent homosexual, age 28; one iso- 
lated overt experience in his early twenties; his 
foremost concept shows that his conscious appre- 
ciation of sexual drive suggests a normal desire 
to carry a woman into a room for love making. This 
appears in sharp contrast with the implication sug- 
gested in the box “What I would like to do’; namely 
to insert his hose into the rear end of an automobile. 


Diagram 4. A talented musician with overt homo- 
sexual trends and with manifest manifold phallic 
worship. 


Diagram 5. A 50 year old woman with history of 
previous psychotic episodes. No particular concern 
for the content of the individual drawing. The over- 
all execution of the test suggests great need to 
control, to hold things within bounds. 


Diagram 6. A middle age professional woman 
whose drawings suggest schizophrenic dissociation. 

Diagrams 7 & 8. (Husband and wife.) Concern a 
couple who came to seek advice because of marital 
difficulties. 


His “ego” drawing would suggest a preoccupation 
with self and intellect. Her ‘‘ego” is a bouncing ball 
suggesting some kind of impact with another ob- 
ject. 


In Box No. 2 his sketch shows an artistic inter- 
est in art and literature. Hers is exhibitionistic, 
seeking admiration. 


In Box No. 3 his major concern is protection from 
the outside world by a moat; hers shows an in- 
finitely more conventional idea of home and hearth. 


In Box No. 4 his verbalization is ‘I want to keep 
friendship in its place and not have intrusion on my 
privacy.” Her verbalization: ‘“‘Two people who were 
alone. They are not connected, but they are not 
alone anymore.” 


In Box No. 5—his verbalization: ‘“‘Present status 
reaching more and more calmness.” Her verbaliza- 
tion: “A big tree.” 

In Box No. 6 there are completely opposite views 
in this field. 

Diagram 9. A 50 year old man who considers his 
sexuality dead but still likes to climb the highest 
mountains. 

Diagram 10. An artist who at one level jests 
with the test but who reveals nonetheless paucity 
of human contacts and underlying sexual preoccu- 
pations. 

Diagram 11. A 30 year old lady, formerly a model 
with theatrical aspirations whose narcissistic and 
exhibitionistic qualities are shown in Boxes 1, 2 and 
3. Secrecy in relation with the world (Box 4), 
sublimation in sex (Box 6): “Sex is a stairway to 
heaven.” 

Diagram 12. A professional man with homosex- 
ual inclination shows complete inability to express 
human figures. The entire test is expressed in “‘in- 
troverted”’ abstract form. 

Diagram 13. Meagerness of responses and sug- 
gestion of complete lack of inner confidence por- 
trayed by the American flag as symbol of stability 
reinforced by complete blank in Box 2. 

Diagram 14. Inability to express ego strength. 
Ultimate goal is the approval of authority in a 
sublimated concept of sex. 
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Interpretation 


When the therapist interprets the test he must 
take into account: age, sex, educational level, so- 
cial milieu, intelligence ratio and finally the se- 
quence of performance. Because of the projective 
nature of this test the patient is bound to reveal 
himself, and, so to speak, to acknowledge his per- 
sonality both from the point of view of structure 
as well as of content. 


The analysis of ego (Box No. 1) reveals the abil- 
ity of the individual to visualize introspectively his 
own personality; in his drawing the patient may 
expand and elaborate on the dot, by drawing out of 
it, thereby giving expression to his aggressions, am- 
bitions, independence, etc.; or, by limiting his draw- 
ing to a very restricted area, he might reveal an 
ego, protected from danger, dissolved or non exist- 
ent. 

The second boxx discloses in terms of previous 
“ego strength’ the patient’s unconscious inner 
wishes or frustrations projected in the social milieu. 
At times, there is a definitive rapport, or, better 
still, an interchange of ‘expressed emotion” be- 
tween the first and second box. It is in this box 
that we find almost 50% of our subjects expressing 
their “rue desire” of reality accomplishment and 
50% who describe ‘‘what I would like to do” only 
in terms of flight from danger; running away as a 
safety measure (drawing boats, airplanes, etc.) 

The expression ‘“home” (Box No. 3) allows an 
analysis of the concept of security, primarily, the 
patient’s own maturity; i.e. ‘“hhome’”’ still maintained 
as an expression of protective environment or as an 
accomplished settlement of an already achieved 
maturity. 

Friendship (Box No. 4) is relatively easy. A 
large group of subjects expresses it in terms of so- 
cial structure: ‘“‘Hands across the sea.” Most of the 
protocols, here reveal a common pattern of expres- 
sion: either drawings like handshake, people facing 
each other, or going toward each other, or equiva- 
lent symbols like lines drawn across the square. 

The concept of “stability” (Box No. 5) compells 
the subject either to enclose the challenging wavy 
pattern or to give freedom of space to it by inter- 
preting the caption in the concrete abstraction of a 
ship floating on water or similar symbolism. 

In Box No. 6 (sex) the drawings are, as it might 
be expected, quite challenging. They reveal most 
of the conflict and to a certain extent show a di- 
rect rapport, as far as a drawing can tell, with the 
“ego” structure. The deviation in the field of sex- 
uality or the total expression of a repressed wish 
fulfillment is here more evident than in any other 
drawing. Most of the resistance, the blocking, the 
defenses, misinterpretations and frustrations, oc- 
cur in this box. 

In some cases the patient is able to manifest a 
certain insight into the nature of his inner conflicts. 

This test is still somewhat primitive. I have 
found that the content of the drawings, their emo- 
tional connotations, the limitations and the ability 
of the patient to express himself are important ele- 
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ments which can be used by the psychiatrist in his 
study of personality. 

My main findings, thus far, are divided into three 
areas: 

Content—The inability of the patient to make any 
response at all. The tendency to repeat responses. 
The limited interpretation of responses, or a non- 
productive interpretation or a “senseless” meaning. 


Form—Avoidance or use of space. Shape and 
pattern of figures. Quality and modality of strokes, 
or lines, pressure, etc. 

Dynamic Interpretation—With this test there is 
the possibility of bringing to the surface structural 
elements of personality and unconscious needs and 
drives which often are not revealed through or- 
dinary verbalization. Fantasy-dream situations, 
mechanisms of repression, rationalized impulses, ag- 
gressive motivations, sex in its development, con- 
tent and maturity level can be more easily inter- 
preted and evaluated. The verbalized elaboration 
of his drawings by the patient helps greatly in the 
evaluation of the dynamics of his conflicts. 

This procedure is a test of symbols and their 
analysis. Symbolism and its interpretation are pow- 
erful pillars in the study of human personality 
which is not “the growth of a human being in a 
vacuum. Neither is it solely an expression of a 
biological entity determined by physical environ- 
ment, but it is the total product of that, plus fam- 
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ily environment, plus cultural and social influence 
of the group in which this particular human being 
has been reared.” It is then valid in the study of 
personality formation to adopt the concept of Kluck- 
hohn: “Every man is in certain respects: 


Like all other men 
Like some other men 
Like no other man.” 


The very fact that we create with our minds re- 
quires psychiatrists to look upon man not only as a 
product of his perception but also of his imagina- 
tion and to examine and treat the individual on the 
strength of this postulate. After all, as Santayana 
said, ‘In insanity a person does not go out of his 
mind but into his mind and out of the external 
world.” Thus, the unique reaction of each individual 
to outside stresses makes him a definite entity dif- 
ferent from any other individual. This uniqueness 
which is emphasized in the field of interpersonal re- 
lations, in psychotherapy, in the arts, :is'an-expres- 
sion of the individual unconscious:- -This, -the+psy- 
chiatrist recognizes and evaluates during his work. 
On the basis of this concept this test is a valuable 
tool in the field of projective technique which will 
enhance the diagnostic studies and therapeutic ef- 
forts of the psychiatrist. 


40 5TH AVE., NEW YORK, N. Y. 


ELECTROENCEPHALOGRAPHIC COR- 
RELATES OF THE ELECTRO- 
SHOCK PROCESS 
MAX FINK, M.D., and MARTIN A. GREEN, M.D. 
In the course of an evaluation of the role of al- 
tered brain function in the electroshock process, the 
relation between electroencephalographic change 

and behavioral response has been re-assessed. 


Subjects and Method: 


Eighty consecutive electroshock patients have 
been studied. All patients received electroenceph- 
alograms before treatment, on a day after a treat- 
ment at weekly intervals during, and following the 
course of therapy until the records had achieved 
their pre-treatment characteristics. Treatment pro- 
cedures varied, including unidirectional and alter- 
nating current electroshock, and subconvulsive tech- 
nics with Pentothal premedication. Treatment was 
usually instituted at three times per week for 12 to 
20 treatments. Patients who failed to develop a clini- 
cal response, or EEG changes of significant degree, 
were subsequently treated at 5 to 10 times per week. 

The EEG records were classified for degree of 
delta activity into “high,” “middle” and “low” de- 
gree delta records using the following indices: the 
percent-time delta; highest percent-time delta in 
any lead; slowest wave in the record; highest ampli- 
tude of delta; and duration of burst activity. (Arch. 
Neurol. & Psychiat., 78: 516-525, 1957.) 

Evaluations of change in behavior were made by 


From the Department of Experimental Psychi- 
atry, Hillside Hospital, Glen Oaks, N. Y. 


the supervising psychiatrist at the height of the 
electroshock effect; and ratings of improvement 
were made twoe to three weeks following the ter- 
mination of therapy. 


Results: 
1) The appearance of a high degree EEG delta 


activity during the second and third weeks of treat- 
ment was significantly correlated with change in 
behavior and ratings of improvement. 

3) High EEG delta activity was induced in pa- 
tients receiving convulsive electroshock only, and 
was not observed in subconvulsive therapy. 

3) Alternating current instruments induced high 
degree EEG delta activity earlier than unidirectional 
instruments, but by the 4th week of treatment, the 
differences were eliminated. 

4) There was a direct relation between the degree 
of EEG delta activity and the frequency of treat- 
ment; and an inverse relationship to age. 
Conclusion: 

1) There is a relationship between the degree of 
EEG delta activity in the EEG and clinical change 
in behavior. 

2) The time of the appearance of EEG delta ac- 
tivity and its persistence is related to: 

a) induction of grand mal seizures; 

b) type of current employed; 

c) frequency of treatment; and 

d) age of the patient 

3) Early and sustained high degree electroen- 
cephalographic delta activity is a necessary, though 
not sufficient, pre-requisite for improvement in the 
electroshock process. 
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Book Reviews 


THE MIND OF THE MURDERER: W. Lindesay Neu- 
statter, M.D., B.Sc. (psy.), M.R.C.P., Physician in 
Psychological Medicine, The Royal Northern Hos- 
pital. Cloth. Pp. 232. $4.75. Philosophical Li- 
brary, 15 East 40th Street, New York 16, N. Y. 
1957. 


The author presentes a cross section of different 
types of murderer, discusses each of them as to re- 
latedness of the particular personality defect and 
psychopathology which they severally represent. In 
a number of instances, where the specific defendants 
had already paid the extreme penalty, the author 
describes the cases by their true names where, as 
capital crimes they were perpetrated by so-called 
“celebrated murderers.’ As to other cases, the au- 
thor has used pseudonyms as illustrative material, 
and has thus avoided implicating or intimately in- 
volving others. 

The author suggests that the book, which is writ- 
ten in very non-technical language, would be of 
greater interest to the layman than it would be in- 
structive to the specialist in psychiatry. However, 
modesty should not be without reward, because in 
addition to affording very interesting reading, the 
book’s contents are rich in illustrative material de- 
scriptive of the many types of psychopathology 
where murder supervenes. I have had the pleasure 
of reviewing the author’s previous book titled ‘‘Psy- 
chological Disorder and Crime,’”’ and find that he 
has made the content and context of this work as 
equally interesting. The book is very informational 
for the lay reader, is eruditely written, and may 
well be used with profit by the psychiatric profes- 
sion and those concerned with or interested in the 
various aspects of the psychopathology of homicide. 

Lewis J. Siegal, M.D., LL.B. 


THE HANGOVER by Beniamin Karpman. Charles 
C. Thomas, Springfield, Ill., pp. 526, and index. 
$9.50. 


It is strange that in the welter of writings about 
alcoholism in its various aspects more attention has 
not been paid to the hangover. Probably considered 
an accessory after the fact, it has been given little 
notice except in cartoons and in its more distressing 
medical aspects. The most important parts of it, 
the depression, the overwhelming guilt, and not in- 
frequently the remorse, have been passed over. 

To Dr. Karpman there is reflected in the hang- 
over “virtually in toto all psychological aspects of 
alcoholism.” In a discussion of their hangovers the 
individuals seem to recreate their hates, their fears, 
angers and sorrows, and particularly their over- 
whelming guilt. 

The author acknowledges the good work which 
has been done and is being done on the physiologic 
and metabolic aspects of alcoholism, but he feels 
sure that the problem will never be solved except 
in psychological terms. Hangovers, he says, pro- 


vide the royal road to the understanding of the emo- 
tional life of the alcoholic. 

The work consists of seven chapters devoted to 
the stories of male alcoholics and descriptions of 
their hangovers, and seven concerned with the same 
aspects of the problem in females. Each is given 
a name beginning with A. In addition to the pa- 
tients’ stories, Dr. Karpman comments upon the 
points made and at the end of the chapter recapitu- 
lates and interprets what has been going on. Sec- 
tion 3 of the book compares and contrasts the male 
and female cases—the personality problems, the 
emotional factors, and the mechanisms. The last 
chapter is a synthesis of the whole problem posed 
by the hangover. 

One particular aspect of the book probably should 
not be picked out and dilated upon, but certainly 
the story of Axel—objective and bitter as it is— 
gives food for thought. The hospital physician 
could learn a lot by the description of the lengths 
to which the addict will go to get paraldehyde in 
large doses. The deception practiced by alcoholics 
in various situations beggars description. They 
stage fights, feign hallucinosis, exaggerate tremors, 
with soap suds they feign epileptic fits, etc. These, 
of course, are the denizens of the “Skid Row” alco- 
holic world and what is said is not true of the gar- 
den variety of chronic alcoholic; but then, the ‘Skid 
Row” habitués were once only garden variety them- 
selves. 

Every hospital and medical library should con- 
tain this book. It is well written, interesting and 
enlightening. I suppose, though, the author’s final 
chapter sums it all up pretty well: ‘“‘No one will ever 
be able adequately to put into words the mental 
and physical anguish, the terror and despair of any 


hangover.” 
Francis J. Braceland, M.D. 


A TEXTBOOK OF CLINICAL NEUROLOGY: Israel 
S. Wechsler, M.D., Consulting Neurologist, The 
Mount Sinai Hospital, New York. Pp. 782, 179 fig- 
ures. $11.00. Cloth. Eighth Edition. W. B. Saun- 
ders Company, West Washington Square, Phila- 
delphia, Penna., 1958. 


The present eighth revision which appears after 
a five year. interval, while essentially retaining its 
individual style, format and illustrations, contains a 
more amplified symptomatologic description of pa- 
rietal and post-central gyrus tumors by inclusion of 
such phenomena as denial of, or failure of recogni- 
tion of specific bodily areas, of spatial orientation 
as well as of tactile hallucinations. The chapter on 
the epilepsies particularizes in greater detail the 
etiology and pathology of the convulsive states and 
the revision is in consonance with the most recent 
concepts of causality of this baffling paroxysmal 
state. The book which has so well served as a 
classic, merits continuance as an authoritative 
source of reference for both student and practitioner 
alike. The bibliography at the end of each chapter 
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has been revised in keeping with present-day ad- 
vances and the cited references are reflected in the 
light of newer knowledge in the field of neurology. 
As in prior editions, the excellent illustrations which 
in the main are photographs, continue to be placed 
in their strategic relatedness to the descriptive ma- 
terial dealt with in the text. 

As a descendant of its many former revisions, the 
volume contains a well-planned and extensive index 
and, as a text book continues in the opinion of this 
reviewer, to take its place among the prominent 
treatises on the disorders of the nervous system and 
their clinical approach. 

Lewis J. Siegal, M.D., LL.B. 


THE CHRONICALLY ILL by Joseph Fox. Philosophi- 
cal Library, New York. Pp. 229. Price $3.95. 
The reader of this book is in for a bit of an awak- 

ening, for it is concerned with what has become 
“one of the most significant demographic and pub- 
lic health problems confronting this nation.’’ Almost 
everyone has been dimly aware of the increasing 
incidence of chronic illness, but only a few are con- 
scious of the extent of its ravages. Outstanding 
among this latter few is the author of this work, 
an executive who has devoted 20 years to the prob- 
lem of the chronically ill and one who is “impelled 
by conscience to present his view to the public at 
large.” 

Over a billion man days of labor are lost due to 
the various disabilities resulting from chronic dis- 
eases—this the author indicates would be the equiv- 
alent of about one million years of labor or the to- 
tal life working span of 25,000 persons. This is a 
dour picture. Just as dour is the hospital picture 
regarding the chronically ill. There are two hos- 
pitals in New York City which take these patients! 
One woman, whose son is a cripple, located a third 
such hospital in Brooklyn, but the waiting list 
spanned five years. In Peoria, New York, it is two 
and a half years. 

All is not black, however. Doctor Henry E. Seg- 
rist noted that, once past 50 years of age, everyone 
has some kind of a handicap. Speaking of himself, 
he notes that he has three chronic diseases but: “I 
am still able to work with great pleasure from 9 
A.M. until midnight and I enjoy life more acutely 
now than ever before.” 

There are nine chapters, a general bibliography, 
a glossary, and an index, which make up the work. 
The chapters cover, in addition to the description 
and scope of chronic illness, rehabilitation, the so- 
ciologic, and the economic aspects of chronic illness. 
The influence of the forthright Doctor Bluestone of 
Montefiore Hospital upon the author is evident in 
many places in the book, and chapter nine is given 
over to a consideration of Doctor Bluestone’s pene- 
trating observations upon the need for more ade- 
quate care for the chronically ill, for more research, 
and for better facilities, not just for housing and 
nursing care. 

The book is a sociological approach to the prob- 
lem of prolonged illness. It is well written and 
thought provoking and it will appeal to readers in- 
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terested in medical and paramedical problems, as 
well as those who are just interested in sick people 
and their welfare. 

Francis J. Braceland, M.D. 


THE MERCK MANUAL: Charles E. Lyght, M.D., et 
al. Cloth. Pp. 1870. Ninth Edition. Merck & Co., 
Inc., Rahway, N. J., 1956. | 
The compact volume contains the most recent 

generally accepted procedures in the various spe- 
cialties of current medical practice. In each of the 
clinical entities, the format of definition, etiology, 
pathology, symptoms, diagnostic approach, course 
and prognosis as well as up-to-date detailed thera- 
peusis is followed sequentially wherever the particu- 
lar disease grouping, disorder, or deficiency war- 
rants such arrangement. 

The volume is condensed, practical and commends 
itself to ready reference by both the general clini- 
cian and the specialist in his respective field. 

Lewis J. Siegal, M.D., LL.B. 


PRACTICAL CLINICAL PSYCHIATRY: Jack R. 
Ewalt, M.D., Clinical Professor of Psychiatry, Har- 
vard Medical School; Edward A. Strecker, M.D., 
Sc.D., LL.D., formerly Professor of Psychiatry, 
University of Pennsylvania Medical School; Frank- 
lin G. Ebaugh, M.D., Clinical Professor of Psychi- 
atry, University of Colorado School of Medicine. 
Pp. 457. Cloth. Eighth Edition. McGraw-Hill Book 
Co., 330 West 42nd Street, New York, N. Y., 1957. 
The arrangement of the book is fashioned along 

text-book format. It presents an opening section 
which discusses in review the present day specula- 
tive theories with respect to personality develop- 
ment and our concepts of behavior as they may re- 
late themselves to genetic, physiological, chemical 
and epidemiological knowledge. Synopses of the 
clinical syndromes follow this opening section with 
presentation of the now commonly familiar descrip- 
tions, which, while interspersed by relatively in- 
consequential material, is nevertheless repetitive 
and couched in practically the words reflective of 
the language contained in the official descriptive 
classification of the Diagnostic Manual of Mental 
Disorders prepared by the American Psychiatric As- 
sociation and in use since 1952. A more illuminat- 
ing section in respect of its originality of composi- 
tion, appears in the next subdivision. This part of 
the book capably details the techniques of practical 
therapeutic application to the several types of men- 
tal reactions and includes, among other disciplines, 
the methodology of treatment, together with de- 
scriptive references as well as indications and con- 
traindications to the use of chlorpromazine, serpa- 
sil, Meratran, Frenquel and the barbituric acid de- 
rivatives. The book ends with well integrated de- 
scriptions and indications for the presently known 
forms of shock therapy as well as the recognized 
therapies for alcoholism, narcotic drug addiction 
and the companion therapies incident to the neu- 
roses and psychoses. Included is also a well organ- 
ized and extensive bibliography as well as an ex- 
cellently selected index. 
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Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 


HARRY C. SOLOMON, M.D. GEORGE M. SCHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


DEVOTED TO THE ACTIVE TREATMENT OF 


MENTAL and NERVOUS DISORDERS 


Specializing in Psycho-Therapy, and Physiological therapies includ- 
ing: 


© Insulin Shock © Electro-Narcosis 
2828 S. PRAIRIE AVE. © Electro-Shock © Out Patient Shock Therapy 
CHICAGO Available 
Phone VIctory 2-1650 ALCOHOLISM Treated by Comprehensive Medical- 
J. DENNIS FREUND, M.D. 
Medical Director Psychiatric Methods. 


HALL-BROOKE 


An Active Treatment Hospital, located one hour from New York 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. Each 
patient is under daily psychiatric and medical supervision. 


HALL-BROOK€E, Greens Farms, Box 31, Conn. 
Tel.: Westport, CApital 7-5105 


GEORGE S. HUGHES, M.D. ROBERT ISENMAN, M.D. 

LEO H. BERMAN, M.D. JOHN D. MARSHALL, JR., M.D. 

ALFRED BERL, M.D. PETER P. BARBARA, PH.D. 

LOUIS J. MICHEELS, M.D. HEIDE F. and SAMUEL BERNARD, Administration 


New York Office: 46 East 73rd Street — LEhigh 5-5155 


GARCEAU 
AUTOMATIC PAGE TURNER 


For paralytics. Electrically operated. Turns one 
page at a time after momentary touch of switch 
by chin, cheek, toe, etc. Pages moved by suction, 
requiring no preliminary set-up. Takes maga- 
zines from Readers Digest to Sat. Eve. Post size 
and ordinary books. Self-contained and compact, 
15x12”. With dust and carrying cover....$265.00 


Electro - Medical Laboratory, Inc. 


Pioneer Manufacturers of the Electroencephalograph 
SOUTH WOODSTOCK 5 - VERMONT - U.S. A. 
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Founded 1879 


RING SANATORIUM 
Eight Miles from Boston 


For the study, care, and treatment of emotional, mental, personality, and habit disorders. 

On a foundation of dynamic psychotherapy all other recognized therapies are used as indicated. 
Cottage accommodations meet varied individual needs. Limited facilities for the continued care 
of progressive disorders requiring medical, psychiatric, or neurological supervision. 


Accredited by the APA and the Joint Commission on Accreditation of Hospitals. 


BENJAMIN SIMON, M.D. CHARLES E. WHITE, M.D. 
Direetor Assistant Director 


ARLINGTON HEIGHTS, MASSACHUSETTS - Mission 8-0081 


A NEUROPSYCHIATRIC FOUNDATION 
THE 


ROGERS MEMORIAL HOSPITAL 


The Hospital is situated on the Nashotah Lakes, 30 miles west of Milwaukee, provid- 
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For Intestinal Dysfunction 


NUCARPON® 


Each tablet cont: Extract 
of Rhubarb, Senna, Precip. 
Sulfur, Peppermint Oil, 
Fennel Oil in activated 
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For making Burew’'s Solution 
U.S.P. XIV 


WET DRESSING Use 


PRESTO-BORO® 


te ; n Alumi Sulfat d 
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For treatment of Swellings, 


inflammations, Sprains 


For Pulmonary Conditions 


TRANSPULMIN® 


At A\ 3% solution Quinine with 
Camphor for Intra- 


-muscula- Injection. 
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AND BLE PATIENTS 3 
Each 
RIANETS-DISPERT depressive, insomnia = 
ae STANDARD PHARMACEUTICAL CO., INC., * 253 West 26th St., New York : 
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ules are ideal for outpatients 


New ‘Thorazine’ Spansule capsules provide you and your 


psychiatric outpatients with these unique benefits: 


—Your patients enjoy the convenience of only one or, 
at the most, two doses daily. A single dose in the morning 
provides a therapeutic level of medication that is uniform 
and sustained for 10 to 12 hours. 


—You are assured of better control over your patients’ 
course of therapy because there is little risk of the 
forgotten or irregularly timed doses that are so common 
to multidose tablet therapy. 
Four strengths available: 30 mg., 75 mg., 150 mg. and 200 mg. 
Smith Kline & French Laboratories, Philadelphia 1 


*T.M. Reg. U.S. Pat. Off. tor chlorpromazine, S.K.F. 
TT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 


‘ 


Over 100 investigators in 15 countries have clinically demonstrated 
that ‘““Mysoline’’—alone or in combination with other anticonvulsants 
— effectively controls grand mal and psychomotor attacks with a high 
degree of safety. No irreversible toxic effects have been reported. 


This is now supported by three years of successful clinical use in the 


United States. 


Supplied: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 


AYERST LABORATORIES +¢ NEW YORK, N.Y. © MONTREAL, CANADA 


y “Mysoline’” is available in the United States by 


5767 arrangement with Imperial Chemical Industries Ltd. 
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CHEMICALLY IMPROVED ~— beneficial proper- 
ties potentiated . .. unwanted effects reduced, 
through modification of the phenothiazine struc- 
ture 


PHARMACOLOGICALLY IMPROVED en- 
hanced potency with far less sedative effect 


CLINICALLY IMPROVED —does not oversedate 
the patient into sleepiness, apathy, lethargy... 
active and rapid in controlling manic excitement, 
psychotic agitation and panic, delusions and hal- 
lucinations, hostility, and intractable behavior... 
drug-induced agitation minimal 


IN EXTENSIVE CLINICAL EXPERIENCE— 
SINGULARLY FREE FROM TOXICITY 


mw jaundice or liver damage—not observed # skin 
eruptions—rare photosensitivity—rare hy- 
perthermia—rare  # convulsions—not observed 


IN SCHIZOPHRENIA / MANIC STATES/ PSYCHOSES ASSOCIATED 
WITH ORGANIC BRAIN DISEASE 


effects smooth and rapid control of psychotic symp- 
toms facilitates insight permits 
early introduction of psychotherapy ———— im- 
proves patient-personnel relationship ~~ hastens 
social rehabilitation 


— 


Squibb Triflupromazine Hydrochloride 


the new, improved agent for better 
management of the psychotic patient... 
with greater freedom from toxicity 


*VESPRIN® IS A SQUIBB TRADEMARK 


DOSAGE: 

Oral route—usual initial dosage, 25 mg., t.id. Adjust 
dosage according to patient response. (Observe caution 
in giving daily oral doses in excess of 300 mg.) 
Intramuscular route—suggested dosage, 20 mg., t.i.d. (Ob- 
serve caution in exceeding daily intramuscular doses of 
150 mg.) 

(See package insert for additional information) 

Oral Tablets: 10 mg., 25 mg., 50 mg. press-coated tablets 
in bottles of 50 and 500 

Parenteral Solution: 1 cc. ampuls (20 mg./ce.) 


Squibb Quality— 
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WHEN A MAN 
iS MENTALLY 
AN ICEBERG 
RESTORE 
EMOTIONAL 
WARMTH 


The schizophrenic’s cold, rigid and irrational emotional 

tone melts away as Pacatal restores emotional warmth. Lack of 
responsiveness is one of the many symptoms which Pacatal 
corrects by normalizing thinking and emotional patterns. Many 
investigators report a return of warmth and improved affect.!.2.8 


PACATAL... 


* “normalizes” thinking and emotional responses 

calms without “‘flattening’”’—keeps patients alert 

* elevates the mood instead of sedating the patient 
complete literature available on request 

References 

1. Flipse, M. J.: Clin. Med. 4:1237 (Oct.) 1957. 2. Hutchinson, J. T.: Paper 


presented, American Psychiatric Association, Philadelphia, Pa., Nov. 17, 1956. 
3. Sarwer-Foner, G. J., and Koranyi, E. K.: Canad. M.A. J. 77:450 (Sept. 1) 1957: 


FOR NORMALIZATION—NOT SEDATION 


Pacatal 


BRAND OF MEPAZINE 


WARNER-CHILCOTT 
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Now in one instrument... 

a safe, soothing high frequency 
current for painless sedation 
without drugs and a powerful 
convulsive current at the 

very least as efficient 

as the strongest AC machine, 
but with increased safety 

due to automatically 

reduced side effects. 


MODEL SOS 


Now with Model SOS, Reiter SedAc- 
Stimulator, sedative and convulsive 
therapies may be given with one ma- 
chine. A one knob control with a safety 
spring lock permits simple transition 
from sedative to convulsive currents. 


In ECT, the significantly increased 
efficiency of the Reiter unidirectional 
current offers greater therapeutic and 
convulsive effectiveness. 


Patients may be treated so they are 
quickly clear and bright following 
treatment ... apnea, thrust, agitation 
and confusion are notably minimized. 


The Reiter SedAc current establishes 
better transference ... patients fears 
are relaxed...they become com- 
municative. 


Anxious aversion to EST is greatly 
minimized by application of the 
SedAc current prior to treatment. Only 
the gentle SedAc stimulation is 
remembered. 


Literature available on request. 


Model SOS and other Reiter instruments will 
be shown at Booths 51 & 52 at the APA meeting. 


REITER SEDAC-S TIMULA TOR 


; 
j 
| 
5 
i 
i 
i 
j 
i 
} 
\ ; 
\ | 
\ 
i 
| 
i i ‘ 
: j 
i 
i 
j | 
; 
a 
y, 


' MODEL SOS PROVIDES FOR: 


CONVULSIVE THERAPY 
maximum convulsive and 
therapeutic efficiency 


NON-CONVULSIVE THERAPIES 
ELECTRO-SLEEP THERAPY 


FOCAL TREATMENT 
unilateral and bilateral 


MONO-POLAR TREATMENT 
non-convulsive or convulsive 


aie BARBITURATE COMA 
a and other respiratory problems 


i 


MILD SEDAC 
without sedation 


DEEP SEDAC THERAPY 
with sedation 


PRE-CONVULSIVE SEDAC 
for anxious patients 
who resist EST 


POST-CONVULSION SEDAC 
for deep sleep 


NEUROLOGICAL CONDITIONS 


Model SOS contains the Reiter uni- 
directional currents and three new 
SedAc ranges as part of the single 
selector control. Model S is available 
without the SedAc ‘current (may be 
used with separate SedAc attach- 
ment). The SedAc is also available 
as a self-powered instrument. 


REUBEN REITER, Se.D 


| 64 WEST 48th STREET, 
NEW YORK 36, N. Y. 
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faster 
recovery 
from severe 
depression 
with 


psychotherapy and Depr ol* 


average 
recovery time 
8 weeks’ 


Acts Differently =» Deprolcontrolsdepression 
without stimulationarelieves melancholia with- 
out whipping up an emotionally tired patient. 


Treats Psychic and Somatic Symptoms 
= Deprol restores natural sleep without depres- 
sion-producing aftereffects = relieves. such 
physical manifestations of depression as head- 
ache, cardiovascular and gastrointestinal 
complaints. 


Exceptionally Safes no known liver toxicity; 
no effect on blood pressure, appetite, sexual 
’ function « side effects are minimal and easily 

controlled by dosage adjustment. 

Rapid Onset of Action = Simple Dosage Schedule 


Composition: Each tablet contains 
400 mg. meprobamate and 1 mg. 
2-diethylaminoethyl benzilate hydro- 
chloride (benactyzine HCl). 

_ Dosage: The usual starting dose is 
one tablet q.i.d. When necessary, this 
dose may be increased gradually up 
to a dose of three tablets q.i.d. - 


Literature and samples on request: 


WALLACE LABORATORIES, New Brunswick, NJ. 


“Alexander, L.: Chemotherapy of depression— Use of meprobamate com- 
bined with benactyzine (2-diethylaminoethy! benzilate) hydrochloride. 
J.A.M.A. 166 : 1019, March 1, 1958. 


4 
} 
yes 
/ 
| 
fos 
4 i 
— 
: 
| 
- 


242 


In parkinsonism Parsidol has proved outstandingly effective 
for controlling tremor and muscular rigidity, the principal impair- 
ments in this disease.! 2 


With Parsidol most patients show rapid, even dramatic improve- 
ment—both in major symptoms and in gait, posture, balance and 
speech. Side effects are minimal. Parsidol is compatible with all 
other antiparkinsonian drugs and its effectiveness may even be 
increased in combination or rotation with such preparations as 
atropine and dextroamphetamine.} Parsidol improves the patient's 
emotional perspective, promotes a more optimistic outlook as 
physical coordination and dexterity return. 


Most patients can be controlled with a maintenance dosage of 
50 mg. four times daily. However, more severe cases may require 
up to 600 mg. daily, a dosage level ordinarily well tolerated. 


References: 1. Doshay, L. J.; Constable, K. and Agate, F. J., Jr.: J.A.M.A. 160:348 (Feb.) 
1956. 2. Berris, H.:J.-Lancet 74:245 (July) 1954. 3. Timberlake, W.H. and Schwab, 
R. S.: N. Eng. J. Med. 247:98 (July 17) 1952. 


PARSIDOL 


Brand of ethopropazine hydrochloride 


WARNER-CHILCOTT 
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meprobamate 
prolonged 
release 
capsules 


Evenly sustain relaxation of mind and muscle round the clock 


TABLET THERAPY 


TWO MEPROSPAN CAPSULES IN THE MORNING 
RELIEVE ANXIETY, TENSION AND SKELETAL 
CLE SPASM THROUGHOUT THE DAY. 


TWO MEPROSPAN CAPSULES AT BEDTIME 
PROVIDE UNINTERRUPTED SLEEP THROUGH: 
OUT THE NIGHT 


Meprospan 


MEPROBAMATE IN PROLONGED RELEASE CAPSULES 


# maintains constant level of relaxation 
*« minimizes the possibility of side effects 
« simplifies patient’s dosage schedule 


Dosage: Two Meprospan capsules q. 12 h. 
Supplied: Bottles of 30 capsules. 

Each capsule contains: 

Meprobamate (Wallace) .................... 200 mg. 
2-methyl-2-n-propyl-1,3-propanediol dicarbamate 


Literature and samples on request. 


WALLACE LABORATORIES, New Brunswick, N. J. 


* TRADE-MARK CME-6598-48 
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Compazine™* can often 
help you in the 
treatment of depressed 


and withdrawn patients 


‘Compazine’ will often penetrate the mental and physi- 
cal apathy of depressed and withdrawn patients so that 
they can be reached and helped. Patients who are mute, 
hypoactive, dull, flat and apathetic, become more alert 
and cooperative and show response to psychotherapy. 


Many patients who have failed to respond to 
previous therapy show remarkable improvement on 
‘Compazine’. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
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A PRACTICAL JOURNAL ON PSYCHIATRY AND NEUROLOGY TD we 


Teaching as Training for Psychiatric —,. 


MARIETTA HOUSTON, M.D., and DAVID W. ALLEN, M.D. 


The extent of mental illness and the scar- 
city of psychiatrists have necessitated care- 
ful planning by psychiatric educators in de- 
veloping psychiatric residency programs. 
When the final product of such programs is 
short of professional maturity one tendency 
has been to lengthen training. But the pro- 
tracted training in itself can retard profes- 
sional growth. 

The concern about the spiral of ever 
lengthening training is expressed in an edi- 
torial on the “Reintegration of Medicine” 
(J.A.M.A., April 28, 1956). To quote briefly: 


“It was a favorite idea of John Fiske, one of the 
best known of American philosophers, that the evo- 
lution of man was especially due to the extraor- 
dinary prolongation of his infancy. But even Fiske 
did not picture a situation in which man, having in- 
creased expectancy of life to nearly 70 years, would 
have increased his expectancy of education to nearly 
35.” 


This paper offers no solution, but it sug- 
gests one way in which professional matura- 
tion can be catalyzed. We wish to call at- 
tention to the deficit in the use of teaching 
as training for psychiatric residents. The 
early use of residents in teaching, further- 
more, can help cultivate a basic supply of 
much needed teachers of psychiatry. 

The report of the 1952 Cornell Conference, 
“The Psychiatrist—His Training and Devel- 
opment,’”’ makes clear that residency pro- 
grams in psychiatry aim first to develop ade- 
quately trained clinicians and second to en- 
courage residents to do some research, In 
its more than 200 pages the report devotes 
only parts of two short paragraphs (cf. p. 
53, p. 56) to the subject of inducing teaching 
skills in the psychiatric resident and then 
only as a desirable aim. The truism that 


From the Department of Psychiatry, University 
of California School of Medicine, San Francisco; 
and The Langley Porter Clinic, California, Depart- 
ment of Mental Hygiene. 


teaching facilitates learning on the part of 
the teacher is mentioned however (p. 179). 

“Trends and Issues in Psychiatric Resi- 
dency Programs,” a recent report by the 
Group for the Advancement of Psychiatry, 
has a short paragraph on the objective of 
teaching residents to communicate to learn- 
ers in less advanced psychiatric educational 
levels and in related fields. At least two bro- 
chures about residency programs mention 
that residents are expected to participate in 
the teaching of medical students. 


Experimental Teaching Program 

Without attempting to discuss the content 
or design of the residency programs at The 
Langley Porter Clinic and University of Cal- 
ifornia in San Francisco and without detail- 
ing the voluntary student program which we 
reported elsewhere,’ we wish to point up the 
maturing effects on resident psychiatrists 
when they served as preceptors for sopho- 
more medical students in work with psychi- 
atric patients. The residents began to de- 
velop into effective, interested teachers; 
gradually to accept more independent re- 
sponsibility; and to compete in reasonable 
self-assertiveness with faculty members. The 
amount of time and effort diverted from be- 
ing taught to teaching proved doubly re- 
warding to these residents. 

In the fall of 1954 a group of sophomore 
medical students at the University of Cali- 
fornia in San Francisco requested instruc- 
tion about “schools of psychiatric thought.” 
After some discussion, a professor of psy- 
chiatry (Dr. Alexander Simon) suggested, 
instead, a program to give sophomore medi- 
cal students the opportunity for voluntary 
clinical experience in the outpatient depart- 
ment of The Langley Porter Clinic. Largely 
because faculty members and senior consul- 
tants did not have sufficient time for student 
supervision, it was decided to use as precep- 
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tor-supervisors third to fifth-year psychia- 
tric residents and fellows and a few young 
psychiatrists who had recently finished for- 
mal training. 

Initially the program aimed, not neces- 
sarily to cultivate professional growth of 
the young psychiatrists, but rather to en- 
courage the students’ interest and develop 
their potentialities. The young psychiatrists 
participated voluntarily, but were given time 
from their regular clinic schedules. In the 
two years of its operation the program ac- 
commodated 36 students, though a much 
larger number applied; 28 supervisors took 
part. 

The patients were selected more or less at 
random from outpatient applicants except 
that patients with a history of destructive 
acting out, those with complicating medical 
problems, and those whose cases required ex- 
tensive liaison with medical or social agen- 
cies were excluded. All patients understood 
that they would be working with medical 
students under supervision. 

At the beginning of the academic year, 
after brief group orientation meetings, each 
supervisor met his student and they ar- 
ranged to see their assigned patient. Since 
the students had no formal training in ei- 
ther psychiatry or physical diagnosis, the 
supervisors performed the initial psychiatric 
work-ups with the students present. Physi- 
cal and neurological examinations were in- 
cluded if they had not been done prior to 
assignment of the case. After not more than 
five joint interviews the students worked 
alone with the patients in weekly interviews 
but met their residents each week for a su- 
pervisory hour. In addition, we met the stu- 
dents and supervisors in their respective 
groups at intervals throughout the year. 

The observations reported here were made 
principally in the group meetings of the su- 
pervisors and in individual contacts with 
them. Written statements about the first 
year of the program made by some super- 
visors; the progress of individual students, 
and their remarks about supe’ vision afforded 
additional material. Besides the spontaneous 
student comments, an inquiry about super- 
vision was included in the questionnaire 
filled out by the students at the end of each 


year. 
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Comparison of First and Second Years 


The first year the supervisors decided to 
meet together after the student meetings, 
which were held irregularly since the stu- 
dents were permitted to decide on their own 
schedule of meetings. The supervisor group 
held six meetings. In the second year, the 
supervisors were asked by the instructors 
to meet once a month for discussion of the 
program. 


Similar attitudes developed in the super- 
visor groups both years. An orientation 
meeting gave the supervisors the opportun- 
ity to recognize their hesitance to accept the 
role of teacher and to share their concern 
about whether or not they could actually be 
supervisors. After they had met their stu- 
dents individually the discussion centered 
more on such practical matters as helping 
students learn fundamentals of interviewing 
and deciding on how many interviews to have 
jointly with the student and patient before 
leaving them on their own. 


The supervisors helped each other find 
ways to deal with common problems among 
the students. For example, in a group dis- 
cussion one of the least experienced resi- 
dents described his difficulty in handling his 
student’s tendency to miss supervisory hours 
and their concern over the patient’s threats 
to discontinue treatment. One of the more 
experienced supervisors then related his way 
of handling such a problem: 


“When the patient said he was going to quit, my 
student felt this would look bad for him. I told him 
we had no contract to keep the patient coming in 
for treatment. He next asked what the rest of the 
staff would think of me as a consultant if the pa- 
tient quit. I told him I had no contract either. 
After this discussion the student could free himself 
of his concern about the patient’s quitting; it was 
no longer an issue in treatment; and the patient 
continued to come in. The problem of a student 
missing supervisory hours is similar to that of a 
patient missing interviews with a therapist. The 
patient assumes that missing an appointment will 
make the therapist angry. The same thing works 
with the students. My student had to have a dental 
x-ray and told me he would be a half hour late. 
Then he didn’t show up at all. His apologies were 
simply that I would be angry. He didn’t take into 
consideration that he was missing something him- 
self, that his anger could be with himself instead 
of my being angry with him. It might help to ex- 
press it with the students. It’s the same old prob- 
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lem of less mature persons working with more ma- 
ture persons.” 


Such individual methods of managing 
problems in therapy and supervision served 
as points of departure for less experienced 
therapists to develop their own modifica- 
tions. From the beginning we had adopted 
the attitude of observant administrators 
who were providing the framework within 
which the students and supervisors might 
attempt to work out the project. After ori- 
enting the two groups we tried to avoid any 
teaching role in the group discussions. We 
succeeded better in maintaining this atti- 
tude during the first year, when the program 
was new and smaller. 

In the middle of both years, however, we 
had to warn student and supervisor groups 
of the potential foundering of the project. At 
this time several students suggested drop- 
ping their cases and their supervisors tended 
to accede. Midyear examinations, vacations, 
and slackened clinical interest played less 
part than did the growing discomfort of the 
students at meeting with patients’ manipu- 
lations in therapy and more open expressions 
of aggressive and dependent traits. Some 
supervisors, though well able to follow such 
interactions in therapy with their own pa- 
tients, had failed to recognize the students’ 
accounts of similar interactions. When these 
matters were discussed the project regained 
its even keel. 

In the second semester of each year the 
supervisors in their group discussions broad- 
ened their interests to include more general 
concepts of psychiatric teaching. A question 
brought up repeatedly of how much to per- 
mit students to go into their own emotional 
problems in supervisory time proved to be 
a difficult, stimulating subject on which no 
general agreement was reached. We em- 
phasized only that the supervisors were not 
doing therapy with the students, but ac- 
knowledged the necessity for discussing the 
therapist’s responses in interviews as a 
means of clarifying to the student his inter- 
action with the patient. The supervisors 
were also informed of their responsibility to 
see that case material was organized and 
recorded, and that the limits of the relation- 
ship between the therapist and patient were 
reasonably defined. 
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At the close of both years of the project 
the supervisors reviewed the students’ ac- 
complishments and their own as teachers; 
showed interest in general problems of psy- 
chiatric education for medical students; and 
commented on the program’s organization in 
the year to come. Certain differences also 
appeared in the two years of the program, 
some the result of planned changes. In the 
second year the program could be enlarged 
by a third, since it now attracted new su- 
pervisors along with many of those from the 
first year. In another change, students in 
the voluntary program were distributed 
among the seminar sections of the regular 
sophomore academic course in psychiatry. 
Some presented their cases to these sections 
during the year with the help of their su- 
pervisors. Encouraged by the productive 
discussions of the first year’s group, we 
hoped that more frequent group meetings 
the next year would benefit both students 
and residents, and perhaps give experienced 
supervisors more chance to aid the begin- 
ners. In retrospect we saw some unexpected 
changes in which our unwitting shift in at- 
titude had made considerable difference. In 
the first year, phrases in our notes such as 
“we need to decide” indicated that the group 
itself was to develop the project and make 
the decisions. We rephrased comments, sum- 
marized discussions, redirected questions, 
but did not impose directions. 


Our notes of the first meeting in the sec- 
ond year indicate a more pedantic attitude. 
For example, it was announced that in ac- 
cord with the decision of last year’s super- 
visors the group would meet each month. 
When two supervisors from the previous 
year’s program demurred, saying that they 
now felt less need to meet, we peremptorily 
set a meeting date for the next month and 
moved on to another topic. Again, when a 
new supervisor raised the question whether 
students could help patients, we cut off the 
discussion by turning to the experienced su- 
pervisors who chorused that certainly stu- 
dents can help patients. The young super- 
visor had no chance to explore feelings be- 
hind his question—possibly his concern 
whether he could help the student to help 
the patient. Certain developments in the 
second year probably were the result of this 
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change in attitude. In the first year the su- 
pervisors almost immediately disposed of 
the question of formal instruction in psy- 
chotherapy for the students. They felt that 
to assign reading to the students or to give 
them class instruction would be, in part, a 
misdirected outlet for their own anxiety 
about being preceptors. The students in the 
first year did not request formal instruc- 
tion in psychotherapy. In the second year 
the more frequent meetings, presumably to 
allow discussion, actually stifled the venti- 
lation of feeling and opinion, Consequently 
the supervisors did not discuss their anxiety 
over their teaching role, and in the middle 
of the year the students insistently requested 
formal instruction in psychotherapy. After 
carefully considering the request, we de- 
cided against it, in favor of focusing the su- 
pervisors’ and students’ efforts on the speci- 
fic problem of working with their patients. 
In general, problems emerged in the second 
year in the form of indirect expressions of 
anxiety and resentment: a certain refrac- 
toriness of some supervisors who missed 
meetings, failed to report critical develop- 
ments in therapy, and dropped cases. 


Summary and Comment 


A program at the University of California 
School of Medicine in San Francisco offer- 
ing systematic teaching experience to psy- 
chiatric residents and psychiatrists recently 
graduated from training has been described. 
The emphasis here is on teaching experience 
as a training method. 

In mulling over the data collected during 
the two years of work with the supervisors 
we have come to several conclusions about 
the use of teaching as training in a psychia- 
tric residency. These conclusions, though 
difficult to document, can be verified by oth- 
ers with experience with young teachers in 
the field of psychiatry. 

First, the supervisors themselves in gen- 
eral became more adept clinicians as they 
experienced the new perspective of the ther- 
apeutic process between the students and 
patients. Some of the supervisors com- 


mented that they could better discern what 
was happening with their own patients and 
more readily find factors impeding the pa- 
tients’ progress. 
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Second, the supervisors became aware, 
sometimes with surprise, how much they had 
actually learned in their own training, now 
that they had the opportunity of comparing 
their knowledge with that of beginners in 
the field. 

Third, in most instances, the experience 
of the supervisors whetted their appetites 
for further teaching. Several of them con- 
tinue to do some teaching at the University 
of California or affiliated institutions and 
others have combined teaching functions 
with work elsewhere. They express a satis- 
faction in teaching which many found for 
the first time in the program described. 

Of the 28 supervisors who participated in 
the program over the two-year period only 
eight do no current teaching. One of these 
is in military service, two have recently be- 
gun private practice, and the remaining five 
have full time positions that allow no time 
for regular teaching although three of them 
have expressed interest in future teaching. 

Of the 20 supervisors now teaching, six 
are still in training but volunteer for teach- 
ing work, Of the 14 who have finished train- 
ing seven give several hours a week without 
pay, and seven have half or full-time teach- 
ing positions. 

While teaching by psychiatric residents, 
at least informally, is not new, its matura- 
tional effects have been too little noted. Few 
experiences sharpen the resident’s formula- 
tion of his own ideas about psychiatry more 
than does the challenge of communicating 
with bright, inquiring, unintimidated stu- 
dents, and few things make him more acutely 
aware of gaps in his own knowledge. Resi- 
dents are also encouraged by the experience 
to identify with their own teachers and to 
compete with them. 

Since training in psychiatry, like that in 
other medical specialities, has been extended, 
it is important to develop teaching skills 
and interests early to make the most of 
the period over which the psychiatrist can 
impart his knowledge to others in the field 
of medicine. Our experience with residents 
who do supervision is that as beginners they 
do as well as some of the more experienced 
clinicians who begin teaching work. The 
students’ favorable evaluation of what they 
learn from the resident supervisors, in com- 
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parison with teaching by more experienced 
psychiatrists, attests to the competence of 
the teaching by residents. Perhaps the res- 
ident’s own proximity to the student status 
even aids his communication with students. 
The trainee with his entire career before 
him is usually willing to invest at least as 
much in the acquiring of teaching skills as 
is the physician with a successful practice 
who may be drawn into part-time teaching. 
Clinical experience does not necessarily fit a 
physician for teaching even though some re- 
lated principles are involved in working with 
patients and in working with students. 

An additional advantage is that when the 


DISEASES OF THE NERVOUS SYSTEM 


249 


resident encounters problems with which he 
is unable to cope he can turn to his consul- 
tant for help. Sometimes the help consists 
of more objective evaluation of the situation 
or of a solution that the consultant has found 
useful in his own experience, But it can 
also enlighten the resident and enhance his 
confidence to discover that at times his con- 
sultant has no better solution to suggest 
than the resident has himself thought out. 
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Effect of Combined Chlorpromazine and Dextro- 
Amphetamine on Severely Depressed Patients 


EUGENE DAVIDOFF, M.D.* 


As clinicians have lcng realized, adminis- 
tration of electric shock therapy in psychotic 
depression is sometimes contraindicated by 
medical considerations and is frequently 
complicated by reactions on the part of the 
patient or his family. Cardiac conditions or 
advanced age may virtually rule out EST; 
the clinician may decide against its use be- 
cause of arthritis or tuberculosis. Even 
where medical reasons do not contraindicate 
EST, its use is often attended by extreme 
fear or reluctance of the patient and opposi- 
tion by his family. These factors can be 
important in treating patients who might 
be considered “borderline” candidates for 
EST. A possible substitute for EST, in 
these cardiac, aged, or “borderline’”’ cases, 
appeared in a combination of the tranquilizer 
chlorpromazine and the stimulant dextro- 
amphetamine sulfate. 

A definite benefit to patients exhibiting de- 
pression prior to chemotherapy appeared 
possible by combining chlorpromazine and 
dextro-amphetamine. The purpose of this 
study was to determine whether a combina- 
tion of the two drugs would relieve depres- 
sion which was not accompanied by anxiety 
or agitation. Therefore, only patients who 
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exhibited no anxiety or agitation were se- 
lected. Although chlorpromazine alone has 
been reported effective in some depressed 
patients,'** it has generally been regarded 
as a depressant. The decision to use a com- 
bination including chlorpromazine was made 
with the realization that the patient’s depres- 
sion might become exacerbated. Attention 
to this possibility seemed warranted. Addi- 
tion of dextro-amphetamine to chlorproma- 
zine regimen to counteract any drowsiness or 
other depressant effects has been re- 
ported.‘ However, the anticipated benefit 
from the combined drugs in this study was 
an amelioration of the original depression, 
not the neutralization of chlorpromazine-in- 
duced depression. 


Material and Methods 


Twenty patients showing relatively severe 
depression (in motor, psychomotor, and 
emotional spheres), but manifesting no anx- 
iety or agitation, were selected for this 
study. All had been examined upon admis- 
sion to the Ellis Hospital Psychosomatic 
Unit, In-Patient Department. 

Ten patients were treated in the hospital; 
all of these would have been certified to a 
state mental hospital, had they failed to im- 
prove, or would have received electric shock 
if the drug had not been given. Two had re- 
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ceived EST previously, but had been con- 
fused and apathetic, as well as depressed, 
afterwards. In the remaining eight patients 
there was resistance to EST either because 
of physical reasons or age. 

The other 10 patients were treated on an 
out-patient, day-boarding basis. Two of these 
had been started on hospital treatment but 
had been discharged against advice. The 
other eight patients in this group were so 
severely depressed that return to the hospi- 
tal was indicated but not carried out because 
of family pressure, fear of EST, and/or pre- 
vious failure to maintain improvement after 
hospitalization. The chlorpromazine-dextro- 
amphetamine regimen was instituted on a 
trial basis prior to re-hospitalization. In 
these cases the family provided adequate su- 
pervision during those periods when the pa- 
tients were out of the hospital. 

At the outset of the study 10 patients re- 
ceived four-to-eight 25 mg. tablets of chlor- 
promazine daily. A separate 5 mg. tablet 
of dextro-amphetamine was given with each 
tablet of chlorpromazine. Thus, daily dos- 
ages were between 100 mg./20 mg. and 200 
mg./40 mg. The other 10 patients were given 
the two drugs combined in single capsules 
in the same 25 mg./5 mg. ratio. Daily dos- 
ages ranged from four to six capsules (100 
mg./20 mg. to 150 mg./30 mg.). 


Results 


Of the 10 hospitalized cases, seven were 
discharged from the hospital as much im- 
proved. One patient showed sufficiently 
rapid improvement to be discharged within 
a week. This patient was treated on the 
day-boarding basis and recovered after a 
month. The remaining six were discharged 
after a month to six weeks. 

Three cases were not discharged but 
showed slight improvement. Since their im- 
provement was slow, two were transferred 
to a sanatorium for more prolonged care, 
and both showed continued improvement 
after three months. One patient showed 


improvement after three weeks, but his rela- 
tives and family physician became impatient 
for administration of EST. Further im- 
provement made on EST was afterward 
maintained on chlorpromazine-dextro-am- 
phetamine. 
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The most dramatic results in this group 
are illustrated by the following case history: 


B.O., a 79-year-old female suffering chronic brain 
syndrome with cerebral arteriosclerosis and asso- 
ciated psychosis, was admitted to the Psychosomatic 
Unit on April 14, 1956. She was severely depressed 
and markedly inadequate. Her reaction time was 
very slow and she complained of weakness and lack 
of desire to do anything. On April 23 she was 
placed on chlorpromazine-dextro-amphetamine cap- 
sules, 25 mg./5 mg., twice daily and chlorpromazine 
tablets, 25 mg., twice daily. 

Her preliminary psychological test indicated con- 
siderable slumping and marked organic (mental) 
deterioration. Personality tests revealed disintegra- 
tion with marked depressive features, unacceptable 
degree of contact with reality, intellectual control 
and conformity of thinking far below the healthy 
range. Her assets for psychotherapy were ex- 
tremely limited, since she presented a typical pro- 
gressive deteriorative pattern. 

After administration of chlorpromazine-dextro- 
amphetamine, the patient gradually became more 
cooperative and less confused. By May 4 she had 
become more active and cheerful and wanted to re- 
turn home. She had gained 14 much-needed pounds 
during therapy, had begun to smile and to mingle 
with other patients. She was able to help herself 
and to do things. She still showed some confusion 
and mental deterioration in her psychological test 
after medication. However, she was less depressed 
and had better contact with reality. She was dis- 
charged May 10 as much improved. 


All of the 10 day-boarding out-patients 
showed improvement on the drug combina- 
tion. Marked improvement was demonstrated 
by the two patients who had been discharged 
from the hospital against advice before their 
inclusion in this group. 

The following case history illustrates one 
of the best improvements in this group: 


G.B., a 38-year-old white male, was diagnosed as 
manic depressive, depressed. With a history of three 
hospitalizations for psychotic episodes, he had grad- 
ually become severely depressed again during six 
weeks prior to his admission to the Psychosomatic 
Unit on March 12, 1956. His depression had be- 
come so severe that he had lost his position as a 
junior executive and had had to turn to a part-time 
job selling Christmas cards. Tearful, slow of speech 
and movement, he felt inadequate and hopeless, 
lacked energy and enthusiasm. He regarded him- 
self as a poor husband, father, and son, and a mis- 
erable failure. Treated as a day-boarding out-pa- 
tient, he was given chlorpromazine, 25 mg., q.i.d., 
and dextro-amphetamine, 5 mg., twice a day. 

His preliminary psychological test, indicated that 
he was of superior intellect but with constricted and 
depressed personality. He lacked motivation and 
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was disinterested in the test. His intellectual con- 
trol, outlook on reality, and conformity of thinking 
were below the level expected in one of his intel- 
lectual caliber, although they were just within ac- 
ceptable limits. Some features of inadequate per- 
sonality were uncovered. Little ego strength re- 
mained but some assets for psychotherapy were 
present. 


After one week of day-boarding treatment, he 
was greatly improved. Continuing on the medica- 
tion, he became a full-time salesman, then made ap- 
plication for more specialized work, as his hopes 
and zest increased. His coordination was much im- 
proved. He became more active, spoke more rap- 
idly, began to feel at ease and to take a definite 
interest in his mental condition. His psychological 
test after medication revealed a personality pattern 
well within the normal range for a healthy adult. 
His intellectual control, total grip and outlook on 
reality, and conformity of thinking were well within 
acceptable limits. Some anxiety, but no depression, 
were uncovered. Good ego strength was present at 
this time. 

An electroencephalogram after medication showed 
no significant change from the one before medica- 
tion. Both electroencephalograms were read as be- 
ing within the upper limits of normal. 


Significantly, none of the 20 patients in 
the two groups showed increased depres- 
sion while on the combination. Three pa- 
tients temporarily given chlorpromazine 
alone showed increased depression, but this 
was overcome by addition of dextro-amphet- 
amine. 

The psychological examinations uncovered 
more hidden anxiety than was originally en- 
countered in the mental states of three pa- 
tients. In general, there was a positive cor- 
relation between the psychological tests 
given before and those given after medica- 
tion, and between the tests and the mental 
states of patients before and after medica- 
tion. The tests indicated general improve- 
ment in all cases in the following areas: de- 
crease in amount of depression; decrease 
in somatic complaints; increase in ego 
strength; better grip and outlook on reality; 
better conformity of thinking; and less con- 
striction and withdrawal, resulting in more 
outgoing behavior. 


Sixteen patients received electroencepha- 
lograms before and after medication. In 
only three cases were toxic changes of any 
consequence noted. Mild changes were noted 
in two others, but their records had been 
abnormal previously. 
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Side effects of the combined drugs con- 
sisted chiefly of some anxiety and tension in 
a majority of the cases. Transitory increase 
in emotional lability occurred in some pa- 
tients. Insomnia, malaise, itching, changes 
in blood pressure, palpitation (subjective 
cardiac complaints), nausea, vomiting, and 
headaches were noted. Appetite was found 
to be decreased in a few cases. In all cases 
these untoward effects were not serious and 
could be controlled by dosage adjustment 
and careful observation of the patient. One 
seventy-year-old arteriosclerotic developed 
cardiac failure, but this could not be defi- 
nitely attributed to chlorpromazine-dextro- 
amphetamine. She improved after bed rest 
in the hospital. 

It was soon found that in most cases 125 
mg. to 150 mg. of chlorpromazine, given in 
divided doses four-to-six times daily, was 
the optimum dosage, since neither increased 
depression nor disturbing side effects were 
noted in this dosage range. Similarly, 10 
mg. to 15 mg. of dextro-amphetamine, given 
in divided doses two or three times daily, 
produced the best results without bringing 
about undue agitation, insomnia, discomfort, 
or side effects. 

The optimum dosage of combination in 
sapsule form was found to be 25 mg. of 
chlorpromazine and 5 mg. of dextro-am- 
phetamine two or three times daily, supple- 
mented by 25 mg. tablets of chlorpromazine 
alone two or three times, in the late after- 
noon and evening. 


Discussion 


Evaluation of these results in the light of 
the purpose of the study indicates that the 
combination of chlorpromazine and dextro- 
amphetamine does ameliorate depression. 
The combination brought about improve- 
ment in all 20 cases of depression without 
anxiety or agitation. After adjustment of 
dosage to the individual patient, chlorproma- 
zine and dextro-amphetamine enabled both 
groups to proceed in the course of therapy 
without depressant effects. Negatively, the 
combination did not increase the basic de- 
pression in any case. The ability of dextro- 
amphetamine to neutralize chlorpromazine- 
induced depression appeared in the improved 
response to the combination by the three 
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patients who exhibited increased depression 
when started on chlorpromazine alone. 


Chlorpromazine, in combination with dex- 
tro-amphetamine, seemed to produce a stim- 
ulating, rather than a depressing, reaction. 
This might be called a mood-lifting, stabiliz- 
ing effect, eliminating or greatly reducing 
swings of temperament. It was achieved 
without excitement in the majority of cases. 

The possible importance of the combined 
drugs has been stated above. The combina- 
tion appears to offer a method of therapy for 
patients in whom EST is medically contra- 
indicated. Results in this series give prom- 
ise also of a therapeutic alternative for “‘bor- 
derline” EST candidates. Such an alterna- 
tive could be of considerable benefit to both 
patient and clinician in those cases compli- 
cated by extreme reaction against EST by 
the patient or efforts at intervention by the 
family. 


The patients treated with chlorpromazine 
and dextro-amphetamine demonstrated gen- 
eral improvement in the broad areas covered 
by the psychological tests, as well as in the 
final evaluation of their mental states. More- 
over, by careful attention to dosage, this im- 
provement was achieved without serious side 
effects. 


Summary 


1. Twenty patients showing severe de- 
pression without anxiety or agitation were 
treated with a combination of chlorproma- 
zine and dextro-amphetamine sulfate. This 
series included 10 day-boarding out-patients 
and 10 hospitalized patients. 


2. Optimum daily dosage of tablets in 
most cases ranged between 125 to 150 mg. 
of chlorpromazine in four to six divided 
doses and 10 to 15 mg. of dextro-ampheta- 
mine, also in divided doses. Optimum dos- 
tage of chlorpromazine-dextro-amphetamine 
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in 25 mg./5 mg. capsules was found to be 
two or three capsules daily, supplemented by 
two or three 25 mg. tablets of chlorproma- 
zine in the late afternoon or evening. 


3. All 20 patients exhibited improvement 
of their original depression on the combina- 
tion. Seven of the 10 hospitalized patients 
were discharged. 

4. The patients demonstrated general im- 
provement in the broad areas covered by 
pre- and post-treatment psychological tests, 
as well as in the final evaluation of their 
mental states. 

5. Side effects—consisting chiefly of some 
anxiety and tension—were not serious and 
could be controlled by dosage adjustment. 

6. Results in this series give promise of a 
therapeutic alternative for ‘borderline’ EST 
candidates. 


Author’s Note: The medications for this study 
were supplied as ‘Thorazine’ (chlorpromazine) and 
‘Dexedrine’ (dextro-amphetamine sulfate) by Smith, 
Kline and French Laboratories, Philadelphia, Penn- 
sylvania. 

Acknowledgment: Dr. Janis L. Best, asst. chief 
psychiatrist, Dr. Santino F. Lando, asst. psychia- 
trist, Dr. James E. Carter, resident, members of the 
Psychosomatic Unit, Ellis Hospital, assisted the late 
Dr. Davidoff in this study. 
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JAY KUTEN and SANDRA L. KUTEN 


A review of the literature of a disease 
state customarily begins with a broad defini- 
tion of its outstanding features and provides 
a concise statement of what is known of the 
diagnosis, etiology and pathogenesis of the 
condition. Unfortunately, our present know]l- 
edge of childhood schizophrenia is too lim- 
ited to allow any such generalization. In 
fact, Adler’ said recently that there was no 
proper claim for recognition of a disease en- 
tity: “Children who have been diagnosed as 
schizophrenic should be called ‘atypical chil- 
dren.’ The word schizophrenic should be re- 
served for adults with a characteristic symp- 
tom pattern.” 

A wide range of opinion exists concerning 
the various features of the disorder. Much 
of the difficulty is encountered at the outset, 
as Dr. Adler suggests. The difficulty is not 
only in precise definition, but the question 
exists whether at present there can be any 
definition. From this point of departure ob- 
stacles in the path of understanding increase 
at a geometric rate. We have not even yet 
come to a universal agreement about ade- 
quate diagnostic criteria. For this reason, 
morbidity statistics, concepts of pathogene- 
sis, etiology and especially treatment reports 
cannot always be accepted as valid and gen- 
erally acceptable. 

In the last twenty years an enormous 
amount of work has been done in the at- 
tempt to understand childhood schizophre- 
nia, to learn what is the basic pathology of 
the disorder, to find what creates the prob- 
lem and what can be done for prophylaxis. 
One of the greatest barriers in the path of 
continued progress is language. There is 
no standard nomenclature which describes 
schizophrenic children. Every author is 
forced to develop his own descriptive terms 
and diagnostic criteria to fit those terms. 
One group (Bender, Bradley) has called at- 
tention to differences in the age of onset. 
Kanner*® has divided schizophrenic children 
with reference to the mode of onset, acute 
or insidious. He has also described a group 
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which he calls “autistic infants,’ whose dis- 
ability is noticeable from birth or soon after- 
ward. Margaret Mahler*’ differentiates dis- 
turbed children on the basis of develop- 
mental and etiological considerations. She 
recognizes two types which she calls “early 
infantile autism” and “symbiotic infantile 
psychosis.” Another view is that repre- 
sented by Rank. Rank“ and her colleagues 
of the Boston Psychoanalytic Institute pre- 
fer to discard the term schizophrenia en- 
tirely and use the name “atypical child.” 

This lack of standardization of nosologic 
terms has serious implications for research 
and speculation. Although the term “schiz- 
ophrenias of childhood” has begun to ap- 
pear as a sort of compromise, diagnostic 
criteria differ with the clinical experiences 
of each investigator. Research suffers from 
this apparent deficit in communication. 
There appears to be a great duplication of 
effort and the applicability of results to all 
the “schizophrenias” remains in question. 

The differences in terminology may be su- 
perficial for clinical descriptions are strik- 
ingly similar. One of the first descriptions 
of schizophrenoid disorders in children is 
Heller’s Dementia Infantalis.*® He lists the 
following manifestations: 

“1. Normal mental and physical development dur- 
ing the first years of life. 

“2. Onset of illness between the third and fourth 
years. 

“3. Psychic and intellectual changes demonstrated 
by ineffectiveness of educational and recreational 
influences; marked restlessness, excited and occa- 
sional anxious behavior. 

“4, Appearance of speech disorders in the be- 
ginning and during the course of the illness. 

“5. Maintenance of motor functions and complete 
lack of focal symptoms from the central nervous 


system. 
“6. Non-imbecilic facial expression and looks 
(‘Blick’) .. . tics and stereotyped movements.” 


Although Heller’s disease is probably as- 
sociated with an organic encephalopathy 
Weygandt cited by Yakovlev®') this does 
not detract from the similarity between Hel- 
ler’s description and those of the moderns. 
_-Leo Kanner, writing of early infantile 
autism, stresses the following factors: An 
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inability to relate to people from the begin- 
ning of life (“self-sufficiency of autistic chil- 
dren’”’); extreme autistic aloneness; failure 
to make the anticipatory motor responses 
normal to a 4-month old. (This consists of a 
grimacing and tensing of neck and back 
muscles upon being picked up); use of lan- 
guage without affect, not for communica- 
tion; excellent rote memory; pronominal fix- 
ation (misuse of personal pronouns); anx- 
ious desire for maintaining constancy of en- 
vironment; stereotyped motor behavior; 
good relation to objects. In short, the au- 
tistic child relates to objects better than he 
does to persons. A generalized affective de- 
ficit exists parallel to a disturbance in verbal 
and physical transaction of the child with 
the environment. 

Bradley" lists eight traits which he found 
prominent in schizophrenic children: 


“(1) seclusiveness, (2) irritability when seclu- 
siveness is interrupted, (3) day-dreaming, (4) bi- 
zarre behavior, (5) diminution in number of per- 
sonal interest, (6) regressive nature of personal in- 
terests, (7) sensitivity to comment and criticism, 
and (8) physical inactivity ... many bizarre forms 
of motor behavior.” 


A tendency toward isolation and inap- 
propriate motor function are the outstand- 
ing features. 

Despert** has observed cases which differ 
as to the mode of onset, acute or insidious. 
In the acute type she finds three significant 
symptoms: motor hyperactivity with bizarre 
patterns, acute anxiety, and mutism. “There 
were manifest affective changes such as de- 
velopment of antagonism to the mother... . 
Motor and sleep disturbances were present 
in all cases.”’ Children in whom the disorder 
began slowly tended to be older than those 
with acute onset. In the type with insidious 
onset Despert noticed emotional detachment 
and inability to differentiate between reality 
and phantasy. There was also an excessive 
dependence upon the mother, along with bi- 
zarre behavior (non-functional speech) and 
language deviation. 

Mahler*’ distinguishes between autistic 
and symbiotic psychosis, Autistic children 


show no signs of effective awareness of other 
human beings almost from birth. Their mo- 
tor behavior is rigid; their bodies unyielding. 
Symbiotic psychotics do not demonstrate 


any pathology in the first year of life. Their 
disturbances manifest themselves in the 
third or fourth year. ‘‘The boundaries of the 
self and non-self are blurred . . . their bodies 
(seem to be) melting into one’s own.” .~ 

The only attempt to use biometry in defin- 
ing symptoms of childhood schizophrenia was 
made by Bender.’* She compared 30 schizo- 
phrenic children with 30 non-psychotic chil- 
dren with various diagnoses ranging from 
behavior problems to organic brain disor- 
ders. Her sample is small and her selection 
of controls open to question. However, there 
appear to be significant differences in the 
vasovegetative and motor areas. Vascular 
and homeostatic abnormalities, motor hypo- 
and hyperactivity, abnormalities of posture 
and balance, and voice or speech disturb- 
ances are all more pronounced in schizo- 
phrenics than controls, with significance at 
the 0.001 level. Body-image, self-world per- 
ception, and reality testing, as measured by 
such items as identity and reality confusion 
and ‘“space-time-movement” confusion are 
likewise more abnormal in schizophrenics 
(0.001 level). Tonic neck reflexes were also 
found, but the sample was too small for sta- 
tistical testing. 

Different names are used by these writers 
to describe the children they have seen. And 
certainly there are differences in their clin- 
ical findings. Yet, basic similarity is evi- 
dent. Seclusiveness and motor malfunctions, 
particularly stereotypy, are frequently men- 
tioned throughout these writings. Almost 
every writer expresses the belief, either in 
his description or his discussion of etiology, 
that schizophrenic children cannot readily 
define the boundary between themselves and 
their environment. Rank** speaks of the 
lack of an “emotional climate favorable for 
the formation and differentiation of the self 
and the establishment of the reality prin- 
ciple.” According to Bender,’ “The schizo- 
phrenic child has basic difficulties in boun- 
daries and segregation of physiological and 
psychological sub-systems.”’ Bakwin’ feels 
that persistence of immature behavior “is 
an indication of the child’s pathologic reac- 
tion to the outside world in that he is un- 
able to distinguish the ‘I’ and ‘not I.’ ”’ Mah- 
ler,’’ Ritvo and Provence,** and others have 
all come to similar conclusions. 
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The feeling that differences of nomencla- 
ture and description are superficial to a ba- 
sic pattern led to this statement of Rabino- 
vitch and Dubo (cited by Hendrickson*') : 

“Because the symptomatology varies with age of 
onset and the child’s developmental level, there are 
many divergent clinical pictures. . . . Understand- 
ing of psychopathology can be simplified by recog- 
nizing that, regardless of divergent behavioral man- 
ifestations, there is a core problem, a basic disturb- 
ance pathognomonic to the illness. This is the 
child’s inability to experience a clear-cut self-per- 
cept and to appreciate identities, their boundaries 
and limits. .. . An earlier traditional view of the 
basic symptomatology of childhood schizophrenia as 
being a social withdrawal and an exorbitant phan- 
tasy life, with perhaps delusions and hallucinations, 
has proved itself invalid and has clouded the basic 
issues. ... Many of the significant clinical findings 
... represent direct manifestations of the core prob- 
lem; other symptoms can be understood as second- 
ary reactions to the basic dysidentity. The particu- 
lar form both the primary and secondary manifes- 
tations take depends in large measure on the age 
of the child.” 


And Hendrickson closes the citation with 
this observation: ‘‘While most other authors 
do not employ the term ‘dysidentity,’ they 
generally describe in different terms a sim- 
ilar fundamental defect in the child’s ego 
functioning.” Questions may be raised as to 
the validity of these statements; for they 
are based upon many observations of a large 
number of writers. And in only one case 
(Bender) have the observations been tested 
for statistical significance. However, a large 
number of children is represented by the 
totality of descriptions, and the idea of “dys- 
identity” is a plausible summation and state- 
ment of the basic process. This concept of 
the underlying problem is not an accepted 
fact and knowledge of etiology is even fur- 
ther in the realm of speculation. 

Some features of childhood schizophrenia 
are relatively clear. There appear to be 
two critical periods for the onset of schizo- 
phrenia. These are the first two years of 
life, and between the third and fourth years.* 

The general incidence of the disease is 
coming to be established with more cer- 
tainty, perhaps because of the critical diag- 
nostic approach of today’s clinicians. Orig- 


inally, Bleuler™’ estimated that 5% of schizo- 
phrenia began in childhood. Kraeplin*’ men- 
tioned 3.5% as the percentage of schizo- 
phrenics under ten years of age. 


In 1955, 
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the National Health Education Committee* 
reported that less than one per cent of hospi- 
tal admissions diagnosed as schizophrenics 
were below the age of 15. And Kallman“ 
gives the figure 1.9 as the percentage of pa- 
tients under 15 years admitted to a New 
York state hospital for schizophrenia. The 
total number institutionalized annually for 
schizophrenia has been estimated at 150,000 
(Bakwin). These statistics refer to the 
United States only. J. C. Das Gupta’ re- 
ports that 30% of children hospitalized for 
psychiatric disorders in India are schizo- 
phrenic; this number represents the largest 
single fraction. The same percentage holds 
for Indian adults hospitalized for mental ill- 
ness, Among the Samoans, Margaret Mead* 
has found one catatonic schizophrenic boy 
of fourteen. Since diagnostic criteria are 
not uniform these figures are not thoroughly 
reliable even for the United States. And 
outside of western culture psychiatry is ei- 
ther undeveloped or the attitude toward 
mental illness and toward children differs so 
greatly from our own (Russia, China), as 
to make any comparison impossible. Finally, 
figures are unavailable. 


Diagnostic difficulties must be borne in 
mind when we assess follow-up studies. Ben- 
der reports that of 500 diagnoses of child- 
hood schizophrenia from 1934 to 1946, be- 
tween 66% and 87% were confirmed in 1954 
and the children had passed into adolescence 
as schizophrenics. Part of the difference 
may be traced to diagnostic progress and 
clinical experience. At any rate, such fol- 
low-up studies are rare and are _ sorely 
needed. 

Males appear to outnumber females. Fig- 
ures vary from 2.8:1 (Sackler et al.) to 4.5:1 
(Kallman and Roth). Bender’ finds that 
the ratio of boys to girls increases with age. 
In Kallman’s series and in Bender’s, whites 
outnumber non-whites by the ratio of 4 to 1, 
and Jewish children outnumber non-Jews. 
Sackler has found a heavy hereditary taint 
in childhood schizophrenia and Kallman’s 
findings* indicate an early effect of the same 
genotype which he assumes to be respon- 
sible for the basic symptoms of adult schiz- 
ophrenia. This conclusion is based on com- 
parisons of monozygotic and dizygotic twins 
in whom one of the twins is schizophrenic. 
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With one schizophrenic twin, the co-twin was 
also schizophrenic in 70.6% of the one-egg 
twins and in only 17.1% of the two-egg 
twins. This compares with corresponding fig- 
ures of 69.2% and 10.3% for adults. These 
results are not completely accepted. As 
might be expected the diagnostic criteria are 
questioned. However, it is also true that the 
adult sample consisted of 691 twins and the 
pre-adolescent sample contained only 52 sets. 
Kallman has also found no significant differ- 
ence in the contribution of either parent. 
Only 9% of the parents were diagnosed 
schizophrenics and, as Bender’ has also 
noted, a large number of the parents were 
normal, stable people. 

There are currently no clinical tests which 
can accurately detect childhood schizophre- 
nia. Eickhoff found no significant difference 
between the EEG’s of 46 normal and 50 ab- 
normal children. I.Q. tests produce a wide 
range from superior to subnormal.'* Sack- 
ler reports an increase in blood glutamic acid 
levels, high thyroid and histamine tolerance. 
But these results have not led to construc- 
tion of clinical tests. 

When we consider etiology we pass into 
an area of speculation. Nothing is really 
known, although Kallman’s work is indeed 
suggestive. A great many factors have been 
proposed but the basic work remains to be 
done before the etiology can be established. 

The suggestions include heredity and in- 
born metabolic defects (Kallman, Sackler), 
a specific encephalopathy (Bender), stresses 
of cedipal period and impact of life situation 
(Mann, Mahler), and the mother-child rela- 
tionship (Rank). The last of these deserves 
some attention because this opinion is widely 
held, particularly among  psychoanalysts. 
Kallman’s findings are contradictory. Most 
authors who believe that the mother-child 
relationship is basic to the whole problem 
are unique in that they present so few cases 
in support of their theory. Nor do they test 
this hypothesis with biometry. Peck, Rabin- 
ovitch and Cramer** studied the parents of 
over 200 schizophrenic children and found 
the one characteristic of the group to be 
their reaction to the child’s illness, They felt 
that the parent’s problem and the distorted 
family relationships stem from the nature of 
the child’s illness. Erickson*’ remarks: 
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It would be impossible to do justice to all 
of the theories that have been devised. Since 
knowledge is so limited, personal judgment 
must currently be the rule. However, one 
point of view seems appealing because its 
attack is that of the biologist. Biology is 
such an old friend to medicine that occa- 
sionally it seems completely new. Bender 
has put the problem this way: 


“There is pathology of behavior in every level and 
in every area of integration of patterning within 
the functionings of the central nervous system, be 
it vegetative, motor, perceptual, intellectual, emo- 
tional, or social. Furthermore, this behavior pa- 
thology disturbs the pattern of every functioning 
field in a characteristic way. The pathology cannot, 
therefore, be thought of as focal in the architecture 
of the central nervous system, but rather as strik- 
ing at the substratum of integrative functioning of 
biologically patterned behavior.” 


What the disturbance is and what levels 
and areas of integration are disturbed is the 
problem which Yakovlev”! sets himself. “The 
empirical answer to these questions depends 
on the terms in which the problem of the 
organization of human behavior is stated.” 
According to Yakovlev’? living organ- 
isms are action systems in evolution. In the 
organization of the behavior of living sys- 
tems three space referable spheres of motil- 
ity are distinguishable; the sphere of mo- 
tility of visceration, the sphere of motility of 
outward expression of internal states or ex- 
pressive sphere, and the sphere of motility 
of effectuation. These three spheres of mo- 
tility differentiate in three time-referable 
phases of evolution of living systems from 
the phase of primordial motility, universal 
to all living systems (e.g., energy metabo- 
lism at the molecular level) to the phase of 
species specific motility, evolved by the spe- 
cies and no longer in evolution (e.g., species 
specific modes of metabolism, reproduction, 
outward expression of internal states— 
changes of posture, mimicry or “motional”’ 
expression—and specific modes of effective 
transaction with the environment). Finally 
the third phase of evolution in the organiza- 
tion of behavior emerges—the phase of mo- 
tility derived from the life experience of the 
individual organism, particular to that or- 
ganism and in constant evolution. Yakov- 


lev assumes that the phase of derived mo- 
tility (‘‘acquired” or “‘learned”) emerges in 
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“The role which ‘maternal rejection’ or special 
circumstances of abandonment plays ... is still de- 
batable. I think one should consider that these 
children may very early or subtly fail to return the 
mother’s glance, smile and touch ... an initial re- 
serve which makes the mother, in turn, unwittingly 
withdraw. . . . In those cases of infantile schizo- 
phrenia which I have seen, the primary deficiency 
in sending power was in the child... .” 


One of the considerations which weighs 
heaviest against this concept of a defective 
mother-child relationship is that, taken by 
itself, it appears somewhat primitive in that 
it isolates cause from the individual. 


phylogeny gradually from the phase of 
evolved motility (species specific, “innate,” 
“inherited,” ‘“instinctive”) but only in the 
ontogeny of man does it become the domi- 
nant phase of behavioral organization. In 
man this personalized phase of ontogenic 
evolution is manifest in symbolized thought 
as a specifically human mode of visceration 
derived from the personal experience of in- 
dividual living, in language as a specifically 
human mode of expression of internal state 
(thought) derived from the personal expe- 
rience of social living, and in manufacture 
as a specifically human mode of effectuation 
derived from the personal experience of in- 
telligent (communicable) and meaningful 
(socially relevant) transaction with the ex- 
ternal environment. The collective corolla- 
ries of the constant evolution of human be- 
havior are the progressive intellectualiza- 
tion, socialization, and industrialization of 
specifically human life experience. Yakov- 
lev proposes that in the ontogeny of life ex- 
perience of schizophrenic children the beha- 
vior which reflects it follows the normal pat- 
tern, or nearly so, through primordial and 
evolved phases of species specific evolution. 
The impediment is, entirely or nearly so, in 
the evolution of patterns derived from the 
personal experience of individual and social 
living—the symbolized thought, the lan- 
guage, and the manuficient motility of effec- 
tive transaction with the environment. ‘They 
do things to things but not with things.” 


The basic problem is manifest in the fail- 
ure of schizophrenic children “to establish 
a differentiated space relationship to their 
own body, to other persons, to objects about 
them, and to outer space in general.” We 
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have pointed out the fact that other writers 
tend to draw the same conclusion. 

For Yakovlev, the development of con- 
sciousness, which makes possible the deriva- 
tion of thought, language and manufacture, 
depends, in turn, upon abstractions of space 
as a dimension, time as a duration, and of 
“body-self as a living experiencing ‘T’ in re- 
lation to space ‘outside.’”’ These abstrac- 
tions are derived from experience of life at 
evolved levels, i.e., species specific modes of 
respiration, etc. The basic abstraction is 
that of space. The time and self-image must 
be constantly referred to the experience of 
space as a dimension. For example, we can 
remember places, objects and persons with- 
out reference to time, but the memory of the 
time of an experience is possible only with 
reference to oneself, and objects or persons 
in space. Abstraction of space develops 
throughout infancy beginning with the 
vague delineations possible in the newborn. 
Development of the concept proceeds along 
with the child’s abilities. He is able to rec- 
ognize and distinguish persons. He begins 
to reach for, then crawl toward, things. 
Gradually, there develops complete differen- 
tiation of the body-occupied-space from the 
space outside the body. Normally, this oc- 
curs at about the time when the child learns 
to erect himself, to walk, and thus, to meas- 
ure space accurately with his own body. 
Time as a dimension appears in conscious- 
ness at about this age. From this stage of 
development, the normal child goes on to de- 
rive thought, language, and manipulative 
ability. He continues to develop these areas 
throughout life, constantly deriving from 
them the values of conscious experience of 
living—social values. 

In the schizophrenic child, this develop- 
ment is not possible, because he is incapable 
of abstracting the basic consciousness of 
space, time, and the self. The three areas of 
behavior, internal, external, and effectual, 
are represented in the central nervous sys- 
tem by three longitudinal synaptic systems. 
These are respectively, “the diffuse synaptic 
system of visceration (autonomic system), 
the intermediate synaptic system of expres- 
sion of internal states (extrapyramidal sys- 
tem), and the outermost synaptic system of 
effectuation (pyramidal system).” Levels of 
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integration are represented latitudinally 
within the nervous system. The spinal cord 
and brain stem represents the primordial in- 
tegration of behavior. The cerebral hemi- 
spheres represent the evolved level of pat- 
ternings. The derived level of integration 
of behavior, the experience of living in 
thought, language and manufacture, is rep- 
resented by the cortical association areas. 
And Yakovlev concludes: 


“It is at this highest latitudinal level that, a priori, 
one should look for the morphologic and functional 
correlates of the want of derivation of the socially 
relevant behavior in early childhood schizophrenia.” 


Unfortunately, very little has been found 
in the way of specific or diffuse organic pa- 
thology. The positive result from the au- 
topsy of one case of Heller’s disease by Wey- 
gandt is mentioned in Yakovlev’s paper. And 
Heller’s disease is now often classified as or- 
ganic brain damage and not as childhood 
schizophrenia. Of course, if Yakovlev’s 
thinking is ever proved right this distinction 
will have been a matter of semantics. At 
present, sufficient autopsy material is not 
available and the significant careful neuro- 
pathological work-ups have not been made. 
It is possible that our present methods are 
not good enough to detect subtle changes in 
the brain. Perhaps, as Kornfield suggests, 
the changes are on a submicroscopic level. 
Acceptance of Yakovlev’s reasoning depends, 
at least in part, upon the validity of the gen- 
eralization that the basic process in child- 
hood schizophrenia is the child’s inability to 
develop a clear picture of himself as opposed 
to the world outside. 

The specific conclusion that brain dam- 
age is involved is not in opposition with all 
other views. It does not eliminate the possi- 
bility of specific etiologic factors. So that 
heredity may be an important determinant 
as Kallman“ suggests. Brain damage may 
have been produced by anoxia as Camilla 
Anderson‘ and Bakwin observe. Or an en- 
docrinopathy may be involved (Sackler et 
al.). One of the significant contributions of 
Yakovlev’s ideas is the attempt to elucidate, 
in a dynamic way, the process of develop- 
ment of normal integrated behavior so nec- 
essary to adequate social function. Since the 
developmental process is a dynamic interac- 
tion of forces, the individual is not an iso- 
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lated entity. He exists in space and inter- 
acts with other individuals to the extent that 
he can perceive them or experience them in 
some way. Thus, other individuals, or as 
Rank“ stresses, “the mother-child” relation- 
ship can effect this development. Of course, 
the possibility of producing organic brain 
damage by emotional deprivation has not 
been definitely proven. However, certain 
controversial observations of Spitz on ‘“‘ano- 
clitic depression” do point that way. Spitz*’ 
found that children who receive no emotional 
attention in their first few months of life de- 
teriorate into idiocy and may even die. 

The concept of behavior and its integra- 
tion, as a dynamic interaction of forces on 
various levels of development is one which 
many investigators will accept, although per- 
haps not in these terms. Perhaps the con- 
clusions will meet objection. In this con- 
nection, Fessard cites the work of Francois 
and Hoagland, who showed that the “sense 
of time” varies with body temperature ac- 
cording to the laws of chemical reactions. 
Thus, Bender’s demonstration of defective 
vasomotor homeostasis as well as difficul- 
ties of “space-time-movement,” may well be 
an extremely significant contribution. 

Although Yakovlev’s papers may help to 
define the process underlying childhood 
schizophrenia, his belief that the integration 
of the derived phases of behavior are repre- 
sented by the associational areas of the cor- 
tex may meet with objections, Furthermore, 
his opinion, that morphological and func- 
tional correlates of Heller’s Syndrome should 
be sought in the cortex, may not be borne 
out, even though it is true that schizophrenic 
children have often been incorrectly diag- 
nosed as aphasics. 

Magoun** has demonstrated that the poly- 
synaptic, diffuse-projecting reticular system 
of the brain stem and diencephalon may be 
the activator of the cortex which is capable 
of producing wakefulness. Furthermore, ex- 
tensive mutilation of cortical grey matter 
and of association pathways has been per- 
formed in man without abolishing conscious- 
ness, altering alertness or affecting mental 
performances. This has led Fessard*’ to 
postulate, on the basis of electro-physiologi- 
cal consideration of the reticular system, 
that consciousness, which he defines as ex- 
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perienced integration, is localized centrally 
at a subcortical level. Fessard believes that 
impulses coming from the cortex and from 
the cord are integrated and ‘experienced”’ 
within the diffuse and poorly differentiated 
reticular system. These writings have led 
many to discard the classical concept that 
integration of experience in consciousness 
are cortical functions. As Fessard states 
there is no scientific evidence for a clear-cut 
choice. 

Actually, the theory of Yakovlev does not 
attempt to localize consciousness. The corti- 
cal association areas, in his view, are merely 
the representatives within the nervous sys- 
tem, of the pattern of derived behavior. In- 
tegration of experience of total behavior, 
primitive, evolved, and derived, in the unique 
state called consciousness may occur else- 
where. The cortical association areas, which 
make up so much of the cortex, are the neu- 
rological correlates not of consciousness but 
of the derived patterns of behavior. 


This distinction between total integration 
implied in “consciousness” and partial inte- 
gration of various behavioral patterns, de- 
serves notation here. Every pathologic find- 
ing adds to our knowledge of what is normal. 
As Bender has said recently,’® “At present 
it seems to me that one of the most fruitful 
areas of investigation into personality devel- 
opment will come from observing and pon- 
dering on the young schizophrenic child’s ef- 
forts to express his problem of body image 
integrity and distortions.” Although Yakov- 
lev’s ideas may not help to define “conscious- 
ness,” they may enable us to understand 
some of the basic processes of derived con- 
scious behavior and how they develop. 


Granting the possibility that Yakovlev’s 
conceptions may require considerable revi- 
sions, his theory remains as an original con- 
tribution to the problems of childhood schiz- 
ophrenia. For this is a disease in which no 
therapy has been successful. Ampheta- 
mines,'' electric shock,’® lobotomy (Freeman 
and Watts**), and more recently chlorprom- 
azine, have all been tried with no results. 
If any progress is to be made, it will come 
from thought, which, like Yakovlev’s, is 
based upon consideration of basic princi- 
ples of biology. Kornfield reminds us that 


“every function of the body—including the 
activities of the central nervous system—is 
organic in nature.” From this standpoint we 
can begin to make careful observations of 
schizophrenic children, clinically and at au- 
topsy. We must subject empirical observa- 
tions to statistical analysis. We must dis- 
card the primitive notion that we can dis- 
tinguish between ‘organic’ and ‘functional’ 
(Kanner,** Cobb*'). It is only from the dy- 
namic approach to life and to disease that 
we can hope, some day, to understand child- 
hood schizophrenia. 


Summary 


An attempt is made to present what is 
known and what is speculated about child- 
hood schizophrenia in the perspective of his- 
tory and of attitudes in western culture and 
in modern psychiatry. Little is known and 
therefore, epidemiological] information of the 
natural history of childhood schizophrenia 
lacks credibility. It is the author’s belief 
that the primary obstacle to understanding 
is the semantic difficulty of defining child- 
hood schizophrenia, Secondly, clinical stud- 
ies are lacking in statistical evaluation. 
While nomenclature is variable, clinical de- 
scriptions seem relatively similar, This has 
been summarized in the idea that the basic 
process of childhood schizophrenia seems to 
be the result of the child’s inability to dis- 
tinguish the boundary of his body from that 
of the environment. One theory has been 
chosen which explains this on the basis of 
biological consideration of the development 
of human behavior. It is felt that progress 
in the field ultimately depends on considera- 
tions of biology, accurate clinical study and 
the use of statistics as an evaluative tool. 
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Cranial Neuropathy in Advanced Hodgkin’s Disease 


(Report of a Case) 


ROGER MERRITT MORRELL, M.D. 


Introduction 


Neurological involvement is well known in 
Hodgkin’s disease. (See Table I.) The first 
to note a patient with spinal and cerebral in- 
volvement were Murchison and Sanderson in 
1870.*° While neurological complaints may 
be an initial manifestation of the disease, 
the central nervous system involvement usu- 
ally indicates the beginning of the final stage 
(due to secondary extension). Martin and 
Courville** state that this secondary spread 
may occur by extension through interverte- 
bral foramina, involvement of vertebral bod- 
ies, or circulatory spread to the spinal epi- 
dural fat. Neurological symptoms may be 
produced by direct pressure due to tumor 
masses, circulatory effects, or toxic effects of 
the disease itself. Spinal involvement is 
more frequent than cranial. 


TABLE I 
Author Hodgkins’ Involvement 
Cicala1 Compression of nerve trunk 
peripheral neuropathy 
Leschke?2 Granulomatous invasion of pe- 
trous pyramid 
Vindizni3 Granulomatous invasion of cer- 


ebrum 

Cerebrum, orbit, skull (simulat- 
ing eosinophilic granuloma) and 
spinal cord 


Denny-Brown? 


Lefler10 Secondary amyloidosis in cere- 
bellum, medulla, optic nerves 
(atrophy) and meningo-enceph- 
alitis 

Taylor26é Compression of spinal cord 

Sparling & Hodgkins’ sarcoma primary in 

Adams?25 brain 

Sparling, Adams 

& Parker 


Bergman, Netsky 
& Zimmerman? 
Jackson & 
Parker29 

Martin & Cour- 
ville27 

Fein & Newill? 


Cranial dura matter 


Granuloma with cerebral inva- 
sion 


Sparling, Adams and Parker*® state that 
there are no proved instances of a non-sar- 


comatous form of Hodgkin’s disease origin- 
ating in the cerebral tissue, although they 
reported invasion of the brain from lesions 
of the bones of the skull or the intracranial 
dura, The occurrence of isolated masses 
within the substance of the brain with le- 
sions in other viscera is less frequent. An 
example is the case of Von Hecher and 
Fischer*! where the tumor was found not to 
approach closer than 1 cm. to the dura and 
evidence of dural reaction could not be dem- 
onstrated. Secondary intracranial lesions 
arising from foci in the tonsils, orbit and 
retroperitoneal lymph nodes have been de- 
scribed by Jackson and Parker.*® These au- 
thors report some type of involvement in the 
central nervous system in 16% of the au- 
topsied cases of Hodgkin’s sarcoma, 


The following report deals with multiple 
cranial nerve involvement in advanced Hodg- 
kin’s disease. 


Case Report: Johns Hopkins Hospital, #569965, 
N. J., 34 years old, white female. 


The diagnosis of Hodgkin’s disease was made in 
1951 following biopsy of a supraclavicular node. 
She developed lymphadenopathy, hepatosplenomeg- 
aly, anemia, malaise, night sweats, cough, pruritus, 
and extensive pulmonary infiltration by Hodgkins 
tissue. She received X-ray therapy and six courses 
of nitrogen mustard therapy at 20 mgm per course, 
each about 6 months apart, in addition to numer- 
ous blood transfusions. In March of 1954 cortisone 
200 mgm a day was instituted, tapering to 25 mgm 
t.id. Early in May of 1955 cutaneous excoriations 
and mild jaundice appeared. During this time she 
noted progressive numbness in the right side of the 
face and difficulty in vision of the right eye. Later 
vision was blurred and she saw double in all planes. 
She then noted numbness in the lower right side 
of the face, advancing until the lower two-thirds 
were involved, along with the inner surface of 
mouth and tongue. She drooled slightly and got her 
tongue between her teeth when eating. She saw 
well with one eye covered. 


Neurologic Examination: Cranial Nerves: I and 
II, normal: III, IV, VI, pupils equal at 4 mm., re- 
acted to light and accommodation, and consensual- 
ly. Extra ocular movements normal. Each eye 
deviated inward slightly under cover and swung 
out when the cover was removed. There was no 
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nystagmus. There was an uncrossed diplopia with 
the red glass over the right eye, becoming marked 
on looking to right. With the red glass over left 
eye, the red image was at the left (diplopia still 
uncrossed and still marked on looking to right.) 
There was no vertical diplopia. Convergence was 
normal. V, VII:—Hypalgesia (almost anesthesia) 
to pinprick in the second and third divisions of the 
right fifth cranial nerve. This extended over the 
lower side of the neck to the second cervical seg- 
ment and up to the tip of the mastoid process. The 
posterior aspect of the ear, mastoid process, and 
inner aspect of the auditory canal (representing 
VII, IX, and X) were spared. Light touch was im- 
paired over the same area as the pinprick-impair- 
ment, but was less impaired than the pain sensa- 
tion. Corneal reflexes were present bilaterally. Hyp- 
algesia to pinprick extended over the right side of 
the tongue and the inner mouth on the right. Pala- 
tal sensation was not well tested because of an over- 
active gag reflex. There was very slight facial 
asymmetry but no facial weakness. The temporals 
and masseters were strong and the jaw did not de- 
viate. VIII:—Auditory acuity good, bone conduc- 
tion less than air conduction. IX, X, XI:—The pal- 
ate elevated well in midline. The trapezii and ster- 
nomastoids contracted well. XII: The tongue was 
symmetrical but regularly deviated to the right on 
protrusion. 

Deep tendon reflexes, abdominal reflexes, plantar 
responses, muscular strength, sensory examination, 
coordination, lumbar puncture, skull films, and elec- 
troencephalogram were normal. 


Discussion 


According to Denny-Brown and Foley‘ 
when Hodgkin’s disease occurs as a primary 
lesion of the brain, it usually is present in 
the cerebellum with or without evidence of 
regional lymphadenopathy. Since Hodg- 
kin’s disease arises from histiocytes, Spar- 
ling, Adams, and Parker’ agree that it may 
occur primarily in the brain. They present 
one case with involvement of the spinal cord 
followed in five years by a similar involve- 
ment of the brain. The initial diagnosis on 
tissue removed from the spinal canal was 
reticulum cell sarcoma. The histological dis- 
tinction between this and Hodgkin’s disease 
is often difficult and the two conditions are 
frequently confused. Further review dem- 
onstrated the presence of typical Dorothy 
Reed cells. 


Demyelinization has been found to be as- 
sociated with some cases of far advanced 
Hodgkin’s disease. However, if this existed 
in our case one would not expect such dis- 
tinct limitation of involvement to cranial 
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nerves On one side. The likelihood of nitro- 
gen mustard toxicity is small since the pa- 
tient improved after the intravenous admin- 
istration of 20 mgm. nitrogen mustard on 
May 27, 1955. Without gross and micro- 
scopic examination of the brain, cranial 
nerves, dura matter, and skull base, further 
speculation as to the pathology in this pa- 
tient is unprofitable. 


While lymphoid tissue is not a normal 
constituent of the brain or spinal cord (other 
mesenchymal elements of the reticulo-endo- 
thelial system are present), it may be the 
source of origin of primary Hodgkin’s dis- 
ease of the central nervous system. Ramon y 
Cajal and others** suspected the existence 
of mesenchymal cells differing from the 
types of neuroglia recognized at that time 
and Del Rio Hortega first conclusively dem- 
onstrated the existence of microglial cells 
as mesenchymal intracerebral representa- 
tives of the reticuloendothelial systems. 


Hodgkin’s disease could also develop in- 
tracerebrally from histiocytes of the menin- 
ges or the adventitia of the cerebral blood 
vessels or from microglia in the white and 
gray matter. 


In 212 cases of Hodgkin’s disease reported 
by Vogland,** ten had central nervous sys- 
tem involvement, all had spinal cord involve- 
ment (transverse myelitis) and none had 
direct cerebral invasion. 


Summary 


In the case reported here there was in- 
volvement of the third, fourth, and sixth 
cranial nerves on the right, fifth cranial 
nerve on the right, the seventh cranial nerve 
on the right, and the twelfth cranial nerve 
on the right. This clinical picture may be 
accounted for on the basis of disseminated 
meningeal implants of Hodgkin’s tissue in- 
vading the roots of the cranial nerves, al- 
though such a pathological situation is usu- 
ally accompanied by headaches and pain. 
Similarly the findings may be due to the 
presence of nodular deposits of Hodgkin’s 
tissue in the floor of the middle fossa, along 
the route of the fifth cranial nerve, or in the 
brain stem itself since the diplopia is prob- 
ably due to a central disturbance. 
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Thorazine Photosensitivity 


E. M. CAFFEY, JR., M.D., JAMES E. LINDEMAN, PH.D., and 
ALFRED S. ROBERTS, M.D. 


Clinical trials with Thorazine in neuropsy- 
chiatric patients at Perry Point V. A. Hos- 
pital suggested that a positive relationship 
existed between the use of Thorazine and the 
likelihood of sunburn. We decided to evalu- 
ate the degree of pigmentation and the se- 
verity of sunburn without knowing which pa- 
tients were receiving Thorazine. 

Forty-eight white male neuropsychiatric 
patients participating in a sports activity 
program were exposed to the hot sun for 
about two hours early one afternoon. Twen- 
ty-four hours later these patients were rated 
on the basis of degree of pigmentation and 
severity of sunburn. Forty-seven of the pa- 
tients were rated by both physicians on the 
following scales: 


TABLE I 
Scales Used to Rate Pigmentation and 
Severity of Sunburn 


Severity of Sunburn 


No sunburn 

. Mild (pink) 

. Moderate (red) 

. Severe (very red) 

. Very severe (edema, con- 
junctivitis, blistering ) 


Pigmentation 
a. Blonde, red 
b. Light brown 
c. Dark brown 
d. Brunette 


Because their number was small, patients 
were divided into low (a and b) and high 
(c and d) pigmentation groups. Similarly, 
severity of sunburn was graded as none-to- 
mild or moderate-to-severe. (The fifth cat- 
egory, very severe sunburn, was not used by 
either examiner.) In estimating the degree 
of pigmentation, the examiners agreed in 
85.1 per cent of the cases; in rating severity 
of the sunburn, they agreed in 95.7 per cent 
of the cases. 

The relationship between pigmentation 


From Veterans Administration Hospital, Perry 
Point, Maryland. 


and severity of sunburn was tested by use of 
the chi-square and was not found to be sig- 
nificant, either for the group as a whole or 
for the Thorazine and non-Thorazine groups 
separately. 


During the previous week 28 of the pa- 
tients had not received Thorazine, while 20 
received total dosages ranging from 100 to 
15,600 mg. Thorazine patients were divided 
into high (6500 mg. per week and more) and 
low (less than 6500 mg. per week) dosage 
groups. When the dosage group was com- 
pared to the severity of the burn, the chi- 
square test was not significant. In this 
study, then, no significant relationship was 
found between the degree of pigmentation 
and the severity of the sunburn or between 
the dosage of the drug and the severity of 
the burn. 

However, when Thorazine and non-Thora- 
zine patients were compared, the following 
results were found: 


TABLE II 


Degree of Sunburn in Thorazine and 
Non-Thorazine Patients 


Sunburn Thorazine Non-Thorazine 
Moderate-severe 6 0 


The chi-square test, corrected for contin- 
uity by Yates’ formula, was 12.68, signifi- 
cant beyond the .001 level of confidence. We 
concluded that the chances of developing a 
moderate or severe sunburn are increased 
significantly by the ingestion of Thorazine. 

The use of simple countermeasures—spe- 
cial care in avoiding overexposure and the 
use of such protective clothing as broad- 
brimmed hats and long-sleeved shirts— 
seems advisable. Our clinical experience 
suggests that they are helpful. 
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Psychodynamic Drugs 


(A Re-evaluation and Report) 


RICHARD C. PROCTOR, M.D. 


The era of “psychochemistry” is advanc- 
ing at such a rapid rate that it is difficult to 
keep up with the new developments in the 
field. Almost every week, there is brought 
to our attention a new drug, which might 
hold the answer to the management of a par- 
ticularly difficult case, unresponsive to pre- 
vious therapeutic attempts. Every pharma- 
ceutical manufacturer is unfolding new ap- 
proaches to the treatment of mental and 
emotional illnesses, and the chemical arma- 
mentarium of the psychiatrist is fast becom- 
ing so heavy that it is getting difficult to 
carry. The drug companies recognize that 
many million people in this country are po- 
tential customers, and that over half of the 
hospital beds in the United States are oc- 
cupied with psychiatric patients and half the 
practice of medicine has to do with patients 
either wholly or in part emotionally dis- 
turbed. 

It seems about time to re-evaluate, not 
so much the medicants themselves, but our 
attitudes toward them. At the same time a 
“country psychiatrist” like the author can- 
not resist the impulse to briefly mention his 
own experience with three newer agents he 
has utilized. 

Last year I was privileged to listen to a 
paper on a similar topic by Dr. Jules Masser- 
man, A portion of his paper was extremely 
thought provoking and I believe it is worth- 
while to repeat the following excerpt from 
Dr. Masserman’s presentation: 


“In a group of 85 patients treated, 50% showed 
decided improvement and 75% showed some. Pa- 
tients who had been wantonly destructive became 
more placid and clean; those subject to violent out- 
bursts became better adjusted with their environ- 
ment, and their activities were more easily directed 
into useful channels following treatment. Patients 
who required tube feeding took food voluntarily 
after two or three days. The most lasting improve- 
ment was found in those cases previously regarded 
as having an unfavorable prognosis. When one con- 


From Bowman Gray School of Medicine of Wake 
Forest College, Winston-Salem, North Carolina. 

Read at Southern Psychiatric Association Meet- 
ing October 7, 1957. 


siders the changes in the environment of the pa- 
tients treated—lessened disorder, confusion and un- 
tidiness and conservation of energy for the nurses 
and other employees—the results are of still greater 
value. There is marked reduction in the waste of 
clothing and bedding through tearing and soiling, 
fewer articles have to be repaired and laundered, 
and fewer nurses are required to care for the dis- 
turbed patients. One nurse explained, ‘Before these 
patients were treated, I had to struggle with them 
every morning to get them bathed and dressed. 
Fights were frequent occurrences. Now I can su- 
pervise the bathing of many of them alone.’ Failures 
occur from the fact that when improvement does 
not take place in a few days, the drug is stopped 
when it should be continued.” 


Does this sound familiar? It was written 
by W. W. Wright in an article published in 
the American Journal of Psychiatry, “Re- 
sults Obtained From Intensive Use of Bro- 
mides in Functional Psychosis,” dated 1926. 

To attempt to summarize the available lit- 
erature concerning the psychodynamic drugs 
including tranquilizers and cerebral stimu- 
lants would be a difficult task, in fact it isa 
lengthy chore only to enumerate the titles in 
a brief presentation. It has been estimated 
that several thousand articles are presently 
in the literature concerning these drugs. My 
purpose is to re-evaluate our philosophy con- 
cerning the use of these medicants and to 
discuss the difficulties encountered in eval- 
uating the results of any research under- 
taken. 

A disturbed, hostile patient, a depressed, 
agitated patient, or a demanding, anxious 
patient presents a therapeutic challenge to 
a psychiatrist. Early in psychotherapy this 
challenge is intriguing but after a few vis- 
its, the patient becomes impatient and the 
physician may become frustrated. It is at 
this point that the true psychiatrist proves 
himself. For a psychiatrist has to give of 
himself not just give a pill. Therefore, he 
must have something of himself to give. Ju- 
dicious use of drug therapy is unquestion- 
ably valuable and at times necessary but 
there is a difference between tranquilization 
and ossification, and one must guard against 
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the use of drugs to relieve the anxiety of the 
therapist rather than that of the patient. 

It was mentioned earlier that the results 
with three new agents would be presented. 
The first of these is Nicozol with reserpine, 
a combination of nicotinic acid, pentylene- 
tetrazol, and reserpine. The effect of nico- 
tinic acid and pentylenetetrazol in the ther- 
apy of psychiatric symptoms in cerebral ar- 
teriosclerosis has been reported by many ob- 
servers.'** Pentylenetetrazol, a synthetic 
organic tetrazol derivative, has long been 
employed as an effective respiratory and cir- 
culatory stimulant.‘ Its action is mainly on 
the respiratory, vasomotor, and vagal cen- 
ters of the medulla, but all parts of the cere- 
brospinal axis are stimulated. Consequently, 
it improves pulmonary ventilation and circu- 
lation, and it helps to overcome cerebral 
anoxia. Nicotinic acid is a potent peripheral 
vasal dilator, but whether this effect is trans- 
mitted to the central nervous system is not 
clear. Whatever its mode of action, it seems 
to produce beneficial effects in elderly pa- 

The original Nicozol formula contained 
200 milligrams nicotinic acid and 100 milli- 
grams of pentylenetetrazol per dose, com- 
bined either in a lactate of pepsin base with 
5% alcohol or a capsule form. The dosage 
was three to four capsules or drams per day 
depending upon individual response. The 
results obtained were gratifying, particu- 
larly in patients who exhibited little or no 
agitation. Since many patients with cere- 
bral arteriosclerosis show considerable agi- 
tation, restlessness and insomnia, it was de- 
cided to add a minimal amount of one of the 
ataractic drugs to the formula. Reserpine 
was selected because of its anti-hypertensive 
qualities as well as its tranquilizing proper- 
ties. Therefore, .25 milligrams reserpine 
was added to each single dose. 

The preparation has now been given to 
hundreds of patients by several investiga- 
tors.” The results have been very gratify- 
ing, with about 65 to 70% of the patients 
showing mild to marked improvement. No 
untoward side effects have occurred and 
many patients who formerly required con- 
stant institutional care now require minimal 
attention or have been returned home. It is 
suggested that this combination has poten- 
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tial usefulness in the management of elderly 
patients with psychiatric symptoms. A more 
complete report of this study is to be pub- 
lished in the near future. 

Cytomel, which clinically is 3, 5, 3 L-tri- 
iodothyronine sodium, has been available for 
about three years for the treatment of hy- 
pothyroidism. It is claimed to be a cellular 
and metabolic stimulant and many reports 
are available as to its usefulness in the ther- 
apy of thyroid dysfunction,'’:'''* and in cer- 
tain cases of sterility. Kissin, Jaffe, and 
others'* have reported a study of 19 patients 
with psychic fatigue treated with Cytomel. 
The majority showed definite evidence of 
fairly marked vagotonia and panendocrine 
hypofunction. Morton’ has reported the 
benefit derived from Cytomel in the treat- 
ment of metabolic insufficiency, in which the 
main symptoms are chronic fatigue, dry 
hair, dry skin, irritability and emotional in- 
stability. He specifically mentions that de- 
pression was relieved in many cases. Sev- 
eral months ago interest was expressed in 
the possible use of Cytomel in the treatment 
of mild to moderate endogenous depressive 
reactions. Such a study has just been com- 
pleted by our group at the Bowman Gray 
School of Medicine. It is a small study in- 
volving only 30 patients, but the results are 
interesting enough to present, though not 
conclusive by any means. Seventeen pa- 
tients showed obvious improvement, which 
was evident to the patients themselves as 
well as to their families and friends. The 
dosage ranged from 15 to 50 micrograms per 
day. Improvement, when it occurred, ap- 
peared after about two weeks of treatment. 
There was no apparent difference in the 
symptoms of the patients who responded 
satisfactorily and those who did not. Im- 
provement was maintained for an average 
period of two months, and then the drug was 
discontinued. Five of the 17 patients who 
showed improvement have been without the 
medication for two months and have main- 
tained improvement. The other 12 have also 
maintained their improvement but have been 
without the drug for a shorter period of time. 

We did as little psychotherapy as possible 
with these patients. They were given tab- 
lets of Cytomel with the comment that, 
“This is something that might make you 
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feel a little better. Take some for a few 
days and let’s see.’”’ The patients, as men- 
tioned, had mild to moderate endogenous de- 
pressive states. They were all able to be 
treated as outpatient and were at the time 
of the first visit able to carry out their usual 
duties, however, with very poor effiiciency. 
The duration of symptoms of both improved 
anl unimproved patients varied from two 
months to two years. There were 15 women 
and two men in the improved group, and ten 
women and three men in the unimproved 
group. I am unable to explain why some 
patients responded and others did not. I of- 
fer no conclusions, only the results obtained 
in a small group of patients with depressive 
reactions treated with Cytomel. 

Quiactin has now been used by the author 
for over 18 months. It is a tranquilizing or 
ataractic agent, which is useful in the treat- 
ment of anxiety states and certain tension 
states, It behaves similarly to short acting 
hypnotics with the central depressant action 
generally resembling that of short acting 
barbiturates. Toxicity studies indicate that 
it is remarkably non-toxic and non-cumula- 
tive in its activity. The dosage ranges from 
800 to 1600 milligrams per day in divided 
doses for outpatients. The drug has an ac- 
tion similar to meprobamate but it seems 
to me that its activity is more prolonged and 
the sedative side effect not so marked, while 
the tranquilizing effect is greater. In one 
psychiatric hospital, 60 patients were given 
Quiactin for three months in daily doses 
ranging from 800 milligrams to 4800 milli- 
grams. During therapy, 14 did so well that 
they were permitted temporary visits to 
their homes. Twelve others were sufficiently 
improved to be granted privileges and im- 
provement in ward adjustment was noted in 
seven others. The remaining 23 showed no 
appreciable change. Blood counts, blood pres- 
sure, renal and liver function tests were rou- 
tinely performed with no signs of toxicity 
observed in any case.’* 

A further group of selected outpatients 
with a large variety of pathological condi- 
tions were treated with Quiactin by another 
investigator. The majority of these patients 
had complained of insomnia associated either 
with their underlying pathology or with ten- 
sion states. In this group Quiactin was ad- 
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ministered in doses of 400 milligrams to 
1200 milligrams as a single dose at bedtime. 
Thirty of the forty patients treated in this 
manner reported good or excellent results 
and that they were able to sleep undisturbed. 
Chronic toxicity studies were carried out in 
two large neuropsychiatric institutions. In 
each of these laboratory studies have been 
reviewed on 100 patients treated with Qui- 
actin. There was no evidence of toxic change 
in any of the cases.’ 

I have utilized Quiactin in nearly 100 pa- 
tients on an outpatient basis. Over half of 
these patients were treated in an industrial 
setting at the Hanes Hosiery Mill Company 
in Winston-Salem, North Carolina. The ma- 
jority of these patients complained of anx- 
iety symptoms, tension headaches, back- 
aches, agitation, and restlessness. In my ex- 
perience, Quiactin has a minimal sedative 
effect. Consequently, it has been more use- 
ful in patients working around machinery 
and in those who drive automobiles or trucks 
as part of their jobs. Between 60 and 75% 
of the patients treated with Quiactin have 
showed clinical improvement which became 
apparent within one week after the start of 
therapy. No untoward side effects have been 
encountered in any patients who were given 
the drug.'* 

I have attempted to avoid the use of a 
large number of statistics in this presenta- 
tion, for statistics are like some women: 
“Once you get them down, you can do what 
you like with them.” At the same time, some 
figures were necessary. All are familiar with 
the difficulty in evaluating a drug used with 
psychiatric patients. The interpersonal re- 
lationship between the physician and pa- 
tient, the dependence and needs of the pa- 
tients, and the extreme suggestibility of the 
patients are difficult to eliminate in apprais- 
ing any drug. Double-blind studies using 
placeboes are of little value for many rea- 
sons, which are obvious to psychiatrists. The 
element of time is valuable, however, in 
evaluating drugs in the treatment of psy- 
chiatric patients. We are all familiar with 
the initial enthusiasm to new drugs, followed 
by the letdown and disappointment in the 
failures, and then a leveling off process 
where each agent finally assumes its proper 
place in our therapeutic armamentarium. It 
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is my belief that timing is an extremely 
important element to consider before any fi- 
nal stamp of approval or disapproval is given 
to a preparation. 


On the other hand to cynically reject all 
new drugs is as unreasonable as over-enthu- 
siasm. New discoveries are rapidly being 
reported and the ego-stimulating thrill of 
each new discovery cannot be ignored. The 
study of psychiatry and of medicine in gen- 
eral, is an ever increasing, ever changing re- 
education, and to ignore new ideas is in it- 
self unscientific and leads to intellectual and 
emotional sterility. 


One of the unhappy facts which we face 
as psychiatrists is the easy availability of 
probably the best tranquilizer—alcohol. Nu- 
merous studies have pointed out that many 
people use alcohol as a sedative or relaxing 
agent and initially become tranquilized. Un- 
fortunately some people overdose themselves 
and become so tranquil they can’t move. 
This spoils any means of scientifically evalu- 
ating its medical usefulness. 


I have attempted to point out in this pres- 
entation some of the hazards in effectively 
evaluating the real benefit of drugs useful to 
the psychiatrist—to allay the over-enthusi- 
astic and to admonish the over-critical. 
Three new preparations that have possible 
usefulness in office or outpatient psychiatry 
are presented, not as a final word, but only 
as an initial impression in the hope that oth- 
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ers will also evaluate their usefulness and 
report their findings. 


Author’s Note: Nicozol used in this study is man- 
ufactured and supplies were furnished by Drug Spe- 
cialties, Inc., Winston-Salem, North Carolina. 

Cytomel used in this study is manufactured and 
supplies were furnished by Smith, Kline and French 
Laboratories. 

Quiactin used in this study is manufactured and 
supplies were furnished by the Wm. S. Merrell Com- 
pany. 
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Book Reviews 


RECOVERY FROM SCHIZOPHRENIA: John cisele 
Davis, Sc.D., President, Association for Physical 
and Mental Rehabilitation. Cloth. Pp. 162. $4.75. 
Charles C. Thomas, 301 East Lawrence Avenue, 
Springfield, Illinois, 1957. 


The book is replete with testimonial matter which 
extolls Mr. Roland (a former V. A. employee in the 
V.A. physical therapy department) and his imple- 
mentation “of what is probably one of the most ac- 
tivity physiological approaches to the treatment of 
schizophrenic patient.” 

Consistent with the author’s pre-occupation, with 
time consuming high praise of Roland, the author 
imputes to Roland a singularly uncanny technique— 
“.. . which makes a sharp break from traditional 
concepts .. . with the added criticism that... au- 
thoritarian measures are imposed . . . with insuffi- 


cient recognition of the need . . . of the patient.” 


Whether in an effort to write in a humorous vein, 
or whether in a serious attempt to show Roland’s 
substitutive medical background the author has this 
to say: “Roland’s experience is contrary to the 
many indications in medical literature. . .. The role 
of Roland remains unchanged in relationship to the 
tranquilizing drugs ... (his) earliest recollections 
were playing with water as medicine .. . he always 
wanted to be a doctor ...’’ The further on one 
reads, the more one wonders what singular thera- 
peutic achievement he, the author wants the book 
to convey when he says: “It is hoped that those 


interested ... may find in this rather conglomerate 
collection of . . . empirical observations, hypotheses, 
hunches... and lures” a methodology for the reac- 


tivation of schizophrenic patients. The book gives 
us these further words of assurance that the title of 
the book as well as the therapeutic method are both 
equally undependable when the author says: “First 
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of all, the title Recovery from Schizophrenia will 
appear overly ambitious ... (and) ... neither the 
author nor Roland presumes to lay down any final 
hypothetical psychodynamics of this process . 
—clearer formulations . .. may come later.” 

If written as a testimonial, the book, numbering 
some 160 pages, between cloth covers, serves well 
to extol the ‘method’ of Relaxation and Motivation, 
under the appellation ‘“Roland’s Method.” The book 
can hardly be permitted, however, by any stretch 
of the imagination, to the ascendancy of its glowing 
title, “‘Recovery from Schizophrenia.” That its au- 
thor went overboard in his manner of recommenda- 
tion of the text, as well as of the personality—the 
recipient of his plaudits, this reviewer can well un- 
derstand. Nevertheless one is hard put to follow 
through the ‘total push’ of the author’s enthusiasm 
when he describes but another modality to be added 
to the already existing long list of others, as aid 
to the physician in carrying out his treatment in 
cases of schizophrenia. 


Lewis J. Siegal, M.D., LL.B. 


LIVER-BRAIN RELATIONSHIPS: lan A. Brown, 
M.D., Ph.D., Associate Professor of Neurology, Uni- 
versity of Minnesota. Pp. 198. Cloth. Charles C. 
Thomas, Springfield, Illinois, 1957. 


The author presents comprehensive review stud- 
ies of the pertinent literature as well as clinical 
studies carried out upon individual patient groups. 
While he offers no definite explanation for the bio- 
chemical effects that underlie neurological symp- 
toms ascribable to hepatocerebral relationships, the 
author suggests that the defects are presumably re- 
versible and minimal and in all probability the 
symptoms are due to alterations in enzyme and 
ionic systems resulting either in synaptic transmis- 
sion or defective axonal conduction. It is equally 
postulated that though in the majority of cases 
there were present hyperbilirubinemia, anemia, thy- 
mol turbidity, and serum globulin elevation, as well 
as positive cephalin-flocculation findings—the de- 
gree of hepatic dysfunction is not ascertainable by 
microscopy, nor can the degree of cerebral involve- 
ment be prognosticated by a study of liver function. 
In view of these criteria the author frankly presents 
the opinion that it is dangerous to relate the cere- 
bral function to any individual liver function test; 
and in addition, refrains from advancing any spe- 
cific correlation between liver function tests and 
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clinical symptomatology, or, between cerebral man- 
ifestations and the presently known tests of liver 
function. 

The author authoritatively suggests on the basis 
of obvious personal and collaterally-studied clini- 
cal background, that though much has been written 
on the matter of relationship between liver and 
brain, the situation still remains a medical problem 
to be cared for by the internist and the neurologist. 
As the solution rests in the depths of biochemical 
phenomena, a cooperative alliance between the re- 
searches of the internist, neurologist, surgeon and 
biochemist appears to be the only answer to the re- 
lationship of this clinical complexity. 


The author, in presenting in scholarly style, the 
presently known clinical intimate correlations be- 
tween liver and brain, bravely admits that the nor- 
mal metabolic relationships between these two great 
organs is but partially understood and heroically 
refrains from expressing definite conclusions. He 
merely presents the book as a form for discussion 
in the light of current knowledge respecting the re- 
lationships between these organs. This he has done, 
in the reviewer’s opinion, without pretense at a so- 
lution of the hepato-lenticular riddle. 

The book is written in scientific and unassuming 
style and should serve admirably as a current re- 
fresher of hepatic study for those interested in a 
fuller clinical understanding of the correlative fac- 
tors between liver and brain. 


Lewis J. Siegal, M.D., LL.B. 


PATTERNS OF ABNORMAL BEHAVIOR: Max L. 
Hutt and Robert Gwyn Gibby. Pp. 452. Cloth. Al- 
lyn and Bacon, Inc., 41 Mt. Vernon Street, Bos- 
ton 8, Mass., 1957. 


The book presents a useful contribution to the un- 
derstanding of human behavior and the varieties of 
their divergences. The text emphasizes the major 
areas within the subdivisions of medicine insofar 
as they relate to the special branches of psychiatry, 
neurology and pediatrics and equally discusses the 
modifying potentials of their correlative disciplines 
in the spheres of anthropology and sociology as well 
as the interdependence of training and development 
of mental and moral faculties attained through 
methodized education, clarifying the wholeness of 
these influences and their resultants upon human be- 
havioral reactions. 


Lewis J. Siegal, M.D., LL.B. 
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BALDPATE, Inc. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 


HARRY C. SOLOMON, M.D. GEORGE M. SCHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


DEVOTED TO THE ACTIVE TREATMENT OF 


MENTAL and NERVOUS DISORDERS 


— | Specializing in Psycho-Therapy, and Physiological therapies includ- 
ing: 
© Insulin Shock © Electro-Narcosis 
28628 S. PRAIRIE AVE. © Electro-Shock © Out Patient Shock Therapy 
CHICAGO Availa ble 
Phone VIctory 2-1650 ALCOHOLISM Treated by Comprehensive Medical- 
J. DENNIS FREUND, M.D. 
Medical Director Psychiatric Methods. 


HALL-BROOKE 


An Active Treatment Hospital, located one hour from New York 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. Each 
patient is under daily psychiatric and medical supervision. 


HALL-BROOKE, Greens Farms, Box 31, Conn. 
Tel.: Westport, CApital 7-5105 


GEORGE S. HUGHES, M.D. ROBERT ISENMAN, M.D. 

LEO H. BERMAN, M.D. JOHN D. MARSHALL, JR., M.D. 

ALFRED BERL, M.D. PETER P. BARBARA, PH.D. 

LOUIS J. MICHEELS, M.D. HEIDE F. and SAMUEL BERNARD, Administration 


New York Office: 46 East 73rd Street — LEhigh 5-5155 


GARCEAU 
AUTOMATIC PAGE TURNER 


For paralytics. Electrically operated. Turns one 
page at a time after momentary touch of switch 
by chin, cheek, toe, etc. Pages moved by suction, 
requiring no preliminary set-up. Takes maga- 
zines from Readers Digest to Sat. Eve. Post size 
and ordinary books. Self-contained and compact, 
15x12”. With dust and carrying cover....$265.00 


Electro - Medical Laboratory, Inc. 
Pioneer Manufacturers of the Electroencephalograph 
SOUTH WOODSTOCK 5 - VERMONT - U.S.A. 
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Founded 1879 


RING SANATORIUM 
Eight Miles from Boston 


For the study, care, and treatment of emotional, mental, personality, and habit disorders. 

On a foundation of dynamic psychotherapy all other recognized therapies are used as indicated. 
Cottage accommodations meet varied individual needs. Limited facilities for the continued care 
of progressive disorders requiring medical, psychiatric, or neurological supervision. 


Accredited by the APA and the Joint Commission on Accreditation of Hospitals. 


BENJAMIN SIMON, M.D. CHARLES E. WHITE, M.D. 
Direetor Assistant Director 


ARLINGTON HEIGHTS, MASSACHUSETTS - Mission 8-0081 


A NEUROPSYCHIATRIC FOUNDATION 
THE 


ROGERS MEMORIAL HOSPITAL 


The Hospital is situated on the Nashotah Lakes, 30 miles west of Milwaukee, provid- 
ing the ideal, restful country environment and the facilities for the modern methods of 
therapy of psychoneuroses, psychosomatic disorders, alcoholism, and the other neurologic 
and psychiatric problems. Occupational therapy and recreational activities directed by 
trained personnel. 


OCONOMOWOC, WISCONSIN 
PHONE LOGAN 7-5535 


OWEN OTTO, M.D. EUGENE FRANK, M.D. LEROY A. WAUCK, PH.D. 
Medical Director LOUIS J. PTACEK, M.D. Clinical Psychologist 
LOREN J. DRISCOLL, M.D. 


FAIR OAKS 


INCORPORATED 
SUMMIT, NEW JERSEY 


A fully approved Hospital for intensive treatment and management of 
problems in Neuropsychiatry. 


OSCAR ROZETT, M.D. THOMAS P. PROUT, Jr. 
Medical Director Administrator 


BEVERLY HILLS CLINIC and SANITARIUM 


210 N. Westmoreland Avenue WhHitehall 3-4651 
Dallas 11, Texas 


A private clinic and hospital for nervous and mental diseases both for in-patients and out-pa- 
tients—stressing a homelike environment with separate building units and special cottages—air- 
conditioned. 

A complete neuropsychiatric diagnostic and treatment center including a department of _psychol- 
ogy—encephalography—clinical laboratory and X-ray—psychotherapy—electroshock and insulin 
coma therapy, as well as psycho-surgery. 


ARTHUR J. SCHWENKENBERG, M.D. FRED H. JORDAN, M.D. 
JOSEPH L. KNAPP, M.D. HENRY P. HARE, JR., M.D. 
JACKSON H. SPEEGLE, M.D. LUDLOW M. PENCE, M.D. 


Neurology Psychiatry 
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GLENSIDE HOSPITAL 


FOUNDED 1909 


Located in an attractive rural setting in the heart of Boston for the care of nervous, 
mental and geriatric disorders, alcoholism and drug addiction. 

The new Ordway Therapy Unit includes the most modern electrotherapy equipment. 
Anesthesia by the Hand-Auden Associates and trained personnel available to cour- 
tesy staff. 


DORIS M. HORWOOD, Superintendent 
RUTH M. CROSSFIELD, M.D., Medical Director ‘ 


6 PARLEY VALE, JAMAICA PLAIN, MASS. 
JAMAICA 4-0044 RATES MINIMAL 


HILLCREST HOSPITAL est. 195 


(formerly The Retreat, Inc.) 
DES MOINES 12, 


For the diagnosis and treatment of Nervous and Mental Disorders 
in a homelike environment. 


Occupational Therapy, Physiotherapy and Shock Therapy 
Open Psychiatric Staff 


HERBERT C. MERILLAT, M.D., Medical Director HERBERT W. VETTER, Administrator 


P N E W O O D Physicians in Charge 


DR. WALTER A. THOMPSON, F.A.P.A., Clinical Director 
Westchester County Katonah, N. Y. Tel.: Central 2-3155 


A competent sixty bed psychiatric hospital offering an approved program for training residents 
in neuropsychiatry. Psychoanalytically oriented. Patients receive individual treatment sessions 
and also group therapy. Electroshock therapy and its modifications available. Pharmacological 
therapies. Consulting staff of specialists. Monthly clinical conferences open to the profession. 


N. Y. City Offices—By Appointment 


DR. EPSTEIN—975 Park Ave.—Tues., Thurs., Sat. RH 443700 
DR. WENDER—59 East 79th St.—Mon., Wed., Fri. BU 8-0580 


For Intestinal Dysfunction 


NUCARPON® 


Each tablet cont: Extract 
of Rhubarb, Senna, Precip. 
Sulfur, Peppermint Oil, 
Fennel Oil in activated 
charcoal base 


» 


For making Burew's Solution 
U.S.P. XIV 
WET DRESSING Use 


PRESTO-BORO® 


(Aluminum Sulfate ad 
Calcium Acetate) 
POWDER JN ENVELOPES 

ABLETS — 


AS 


\) 


in 


For treatment of Swellings, 
inflammations, Sprains 


and menstru and of 106 tablets For Pulmonary Conditions 


or 2 tablets Prescripti 


3% solution Quinine with 
22% Camphor for Intra- 
-muscular Injection. 


Be 


SEDATION 
ey 
| PATIENTS | 
ta 
ALERIANET.® DISPERT | 
; reg. Pat otf 
Each Chocolate Coated Tablet Contains Ext. Valerian (highly concen: 
grated) 0.05 finely subdivided for maximum efficiency 
TASTELESS. ODORLESS. WON-DEPRESSANT SEDATIVE and EUPHORIC 
_DISPERT are indicated in cases of nervous excitement and 
PHARM 
253 Wes! 
| 
, New York 4 


